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SMOOTH MUSCLE TuMoRS of the esophagus belong 
to the large class of diseases that are too in- 
frequent in any one surgical practice to give 
much personal experience, yet common enough 
to warrant consideration in the differential 
diagnosis of more widely encountered lesions. 
Such diseases, often considered rarities in the 
nineteenth century, appear in increasing num- 
bers as attention is called to them and as the 
population of both physicians and patients in- 
creases. It is noteworthy that the year after 
Lewis and Maxfield’s review (82) of 47 surgical 
cases of leiomyoma 23 new cases were reported. 


HISTORY 


A possible smooth muscle tumor of the esoph- 
agus is said to have been described as early as 
1559 (108). At least 3 other cases, all of which 
must remain suspect, were described before the 
use of histologic identification. Virchow (169) 
described the pathologic appearance of leio- 
myomas and mentioned a case in the lower 
esophagus. In 1868, Eberth (38) in a short paper 
presented an admirable description of an almost 
typical case of a benign smooth muscle tumor of 
the esophagus discovered at autopsy in a 50 year 
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old woman. This tumor arose from the circular 
muscle layer of the lower esophagus, almost 
encircling that organ, and extended into the 
cardial portion of the stomach. It was 9.1 by 
11.9 by 3.5 centimeters in size. The patient died 
of a lung infection and appears never to have 
had symptoms referable to the esophagus. 

In the seven decades after Virchow’s descrip- 
tion about 50 smooth muscle tumors were dis- 
covered at autopsy, only a very few of which 
were known to have produced symptoms in life. 
Rose (137) has reviewed most of the benign 
tumors of the preoperative period, and Piacentini 
(128) has discussed their pathology and their 
diagnosis. Both of these articles are well worth 
consulting. 

Storey and Adams (162) assign credit for the 
first operative procedure to Sauerbruch (142) in 
Germany. In 1932 he presented a patient from 
whom he had removed successfully a large be- 
nign smooth muscle tumor by esophageal resec- 
tion and subsequent esophagogastrostomy. In 
the following year, Ohsawa (120) in Japan re- 
moved a similar tumor by enucleation without 
mucosal excision, and in 1942 Brock (17) per- 
formed the first esophagogastric resection. It is 
interesting to note that these initial surgical pro- 
cedures were all successful. There seem to be no 
records of any earlier failures. 
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The first malignant smooth muscle tumor of 
the esophagus to be identified seems to be that 
reported in this country by Howard (67) in 1902. 
It was in the lower third and had metastasized to 
the stomach and lymph nodes in a 51 year old 
man. Since only about one quarter of these 
tumors metastasize, it is probable that some of 
the tumors described as leiomyomas in the earlier 
literature were, in fact, malignant but without 
metastases. 

The first removal of a leiomyosarcoma was 
performed in June 1945 on a 60 year old woman 
by Harrington (61), who reported the operation 
in May 1949. Lyons and Garlock (88) performed 
a successful operation in April 1946 and reported 
it in 1951. The earliest published repart of such 
an operation appeared in January 1949 (24) and 
the operation was described in more detail in 
1951 by Ovens and Russell (122). Although the 
first to appear in the literature, their operation 
was actually the third to be performed. 

Reviewing the literature on the subject of be- 
nign esophageal smooth muscle tumors in 1954, 
Lewis and Maxfield (82) found 47 cases in which 
operation had been performed, and in 1956, 
Storey and Adams (162) added 38 to the list. 
Martin and Grisamore (96) in 1958 reviewed 
the cases of 19 malignant tumors found to that 
date and added 1 of their own. 


MATERIAL 


All of the cases of smooth muscle tumors of the 
esophagus reported in the world literature 
through 1959 have been investigated. Five cases 
before and including that of Virchow (169) have 
been omitted from the analysis. A few cases, 
known to exist, have been omitted because of 
their inaccessibility, and it is probable that a few 
more may have appeared in publications not 
available to us. It is not likely that they amount 
to more than 3 per cent of reported cases. 

Thirty-three surgical cases of leiomyoma 
(15, 39, 49, 73, 84, 85, 164, 174) have been 
omitted for lack of sufficient information about 
them. Eight autopsy cases (132, 164) have been 
similarly omitted. As far as we can tell, the two 
publications of Vohnout (170, 171) refer to the 
same Case. 

The Case No. A361 from the University of 
Texas (24) and that of Ovens and Russell (122) 
in Martin and Grisamore’s review (96) of leio- 
myosarcoma are identical. Four cases of leio- 
myosarcoma mentioned by Watson (174) in the 
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discussion of a paper by Sweet and his associates 
(164) are without detail and are included here 
only because of the rarity of the tumor. They can 
hardly be considered published cases. 

The case of Serfling and Bauditz (153) js 
probably not a true leiomyosarcoma. The cases 
of Sabiston and Scott (140), Schink (148), 
Schiittemeyer (151), and 1 case of Drews (36) are 
not clearly leiomyomas. In the older literature 
we have accepted several cases described as 
leiomyofibroma, fibroleiomyoma, myoma, and 1 
fibromyoma. Thus there are: 345 leiomyomas 
found in the literature from 1559 to 1959, made 
up of 5 cases appearing from 1559 to 1863, 124 
autopsy cases, 8 autopsy cases with no details 
given, 8 cases found incidental to other opera- 
tion, 166 surgical cases, 33 surgical cases with no 
details given, and 1 spontaneous recovery; 6 
cases of diffuse myomatous hyperplasia appear- 
ing from 1916 to 1959; and 38 leiomyosarcomas 
appearing from 1902 to 1959, made up of 9 
autopsy cases, 25 surgical cases, and 4 surgical 
cases with no details given. This makes a total of 
389 smooth muscle tumors. 

In all of the cases included in this review, a 
specimen for pathologic study had been avail- 
able either from autopsy, biopsy or operation. 
Cases not demonstrated histologically are not 
included. One patient had both a leiomyoma and 
a leiomyosarcoma in the esophagus at the same 
time (88). This case is included in the malignant 
group. One leiomyoma having some sarcomatous 
areas is arbitrarily included in the benign group 
(9). The 6 cases of diffuse myomatous hyperplasia 
are considered separately. 


ETIOLOGY 


No cause of smooth muscle tumors is known. 
Inflammatory stimulation was postulated by 
Virchow (169). Chronic esophagitis, suggested 
as a cause by McLaughlin and Conlin (102), is 
supported only by the greater frequency of af- 
fection of the lower esophageal segment and by 
the frequency of its association with hiatus 
hernia. What influence conditions affecting the 
mucosa of an organ may have upon the under- 
lying muscularis is obscure. 

Di Falco (34) has suggested that embryonic 
‘‘rests’’ of smooth muscle may be implicated on 
the basis of finding small leiomyomas in the 
mediastinum associated with what seemed to 
have been a small cyst or with duplication of the 
esophagus. We cannot subscribe to this theory. 
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Such mediastinal cysts of embryonic foregut 
origin are well known, and smooth muscle 
tumors have not been reported in other cases. 
We see no more reason for developmentally 
sequestered muscle fibers to become neoplastic 
than for similar fibers in their normal position 
to do so. One might in fact consider the mis- 
placed muscle to be more protected from the ir- 
ritations to which normal esophageal mus- 
culature is subject. 

Several clear-cut cases of leiomyomas arising 
from the musculature of blood vessels elsewhere 
in the body must leave open the possibility of 
such origin within the smooth muscle walls of the 
digestive tract. The possibility that leiomyo- 
sarcomas arise from leiomyomas will be discussed 
later. 

A familial tendency toward the formation of 
smooth muscle tumors of the esophagus has not 
been established. The only pertinent cases are 
thoseof Wachsmuth (173), whofound leiomyomas 
of the lower third of the esophagus in two sisters 
aged 18 and 24 and similar symptoms in a third 
sister not yet operated upon. A fourth sister and 
her child appeared unaffected, but the mother of 
the 4 girls died with symptoms of esophageal 
tumor. In only 3 other instances was neoplastic 
disease recorded in the immediate family. 


INCIDENCE 


In spite of the increasing frequency with which 
smooth muscle tumors have been reported in 
recent years, those of the esophagus continue to 
be rare. Harrington and Moersch (62) found 32 
leiomyomas among 7,459 autopsies, a ratio of 
1 to 233, and Schafer and Kittle (145) found 11 
in 6,001 autopsies, a ratio of 1 to 545. Barazzuol 
(5) found the ratio of leiomyomas to carcinomas 
of the esophagus to be 1 to 233, Chi and Adams 
(26) found 1 to 123, and Johnston, Clagett, and 
McDonald (73) in 1953 found 18 leiomyomas 
during the period in which 2,312 carcinomas 
were found, the proportion being 1 to 127. 

Leiomyosarcomas are even more rare, with 
only 38 recorded in 57 years. Fruhling and Wild 
(45) in France have estimated that all sarcomas 
of the esophagus amount to but 1.5 per cent of 
malignant tumors of that organ. In spite of the 
presence of striated muscle in the esophagus, these 
fibers are almost never involved. Only 4 cases of 
rhabdomyosarcoma of the esophagus have been 
reported, and not all are acceptable. Stout and 
Lattes (163) discuss this point. 


Of leiomyomas of the digestive tract as a whole, 
only 5 to 10 per cent are found in the esophagus. 
Well over 60 per cent occur in the stomach. 


AGE AND SEX DISTRIBUTION 


Neither benign nor malignant smooth muscle 
tumors of the esophagus are known to occur in 
the first decade of life. They are rare below the 
age of 20, the youngest patients in this series 
being two girls aged 12 with leiomyomas (33, 92). 
The youngest patient with leiomyosarcoma was a 
25 year old man (167). 

The oldest patient in whom a leiomyoma was 
discovered at autopsy was a 78 year old woman 
(105), and the oldest surgical case was that of a 
70 year old man who was operated upon suc- 
cessfully (156). The oldest patient having a 
malignant tumor found at autopsy was a man 
aged 70 (44). His tumor had been found to be 
inoperable. Martin and Grisamore (96) operated 
successfully upon a woman aged 75 who was 
improved but had symptoms of pulmonary 
metastases 19 months later. 

Surgical cases of benign smooth muscle tumors 
occur chiefly, 92 per cent, between the ages of 20 
and 59. There was no peak decade within the 
range. Autopsy cases from the older literature were 
most frequent in the 60 to 69 year age group, 
33.3 per cent. The difference between these age 
peaks illustrates the slow development and late 
fatal consequences of leiomyomas. 

The leiomyosarcomas are most commonly 
found in 50 to 59 year old patients. This age 
distribution is similar to that for esophageal 
carcinomas. This finding is in marked contrast 
to the similarity of age distribution of benign and 
malignant smooth muscle tumors of the stomach 
(157). Symptoms leading to operation appear 
early in benign esophageal tumors, but death 
rarely ensues in untreated patients in less than 
20 to 30 years. 

Among leiomyoma patients the ratio of males 
to females was 1.8 to 1, and among leiomyosar- 
coma patients there were 1.54 males for each 
female. The small number of cases makes it 
probable that neither series differs greatly from a 
2 to 1 ratio. In the stomach, benign tumors are 
equally distributed, and only malignant tumors 
are predominantly found in males (157). Al- 
though carcinoma of the esophagus occurs 25 to 
30 times as frequently in males as in females, 
Fruhling and Wild (45) state that all sarcomas 
of the esophagus occur about 4.9 times as often 
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in males. Earlier investigators such as Rose (137) 
suspected that this predominance among males 
was biased by the fact that more autopsies were 
performed upon males than females, but analysis 
of the surgical cases indicates that the difference is 
real. Increased prevalence of alcoholism in men 
and a tendency of males to eat “coarser food” 
have been put forward to explain the greater 
incidence of esophageal tumors in males. These 
are unsupported speculations. 

There was a marked drop in the incidence of 
esophageal leiomyomas among women in the 40 
to 49 year age group. No cases in women in their 
forties were recorded by Storey and Adams 
(162), and only 6 were found among surgical 
cases in this review. This is less than half of the 
incidence in the 30 to 39 and 50 to 59 year age 
groups. This distribution suggests that not only 
are women less often affected than men, but also 
that menopausal and immediately premeno- 
pausal women may be especially exempt. No 
such decrease in incidence of gastric leiomyomas 
in women between the ages of 40 and 50 has been 
noted (157). 


LOCATION 


There were more of both benign and malignant 
tumors in the lower third than in the upper or 
middle thirds of the esophagus. Of the benign 
tumors adequately described, 7.0 per cent were 
in the upper third, 34.8 per cent were in the 
middle third, and 55.2 per cent were in the lower 
third. Nearly one tenth of the latter involved the 
stomach as well. Three involved the entire 
esophagus. Curiously, of the leiomyomas, there 
were many more upper third tumors in males 
than in females, and the proportion decreased 
toward the cardial orifice. Almost all of the 
tumors in the upper third were in male pa- 
tients, whereas of those in the lower third a bare 
majority occurred in men. This difference is not 
apparent in the malignant tumors. 

Few benign tumors projected directly into the 
lumen of the esophagus. Only 4 were described 
as polypoid. All were in the middle or lower 
third, and nearly all produced dysphagia. One 
case (144) is remarkable in that the patient 
vomited a fleshy mass the size of a walnut 6 
months after diagnosis of a tumor of the lower 
esophagus. The mass proved to be a leiomyoma, 
and the patient was relieved of his dysphagia. 
This is the only known case of spontaneous 
recovery from a smooth muscle tumor of the 
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esophagus. It resembles the case of Monro (109) 
in which a polyp, assumed to have been 
leiomyoma, was vomited, snared, and removed 
from a 64 year old man. This patient, however, 
suffered a recurrence and eventually died of 
starvation. 

Most of the benign tumors remain intramural 
while small. Aside from the polypoid examples 
mentioned previously, only 5 tumors seriously 
obstructed the esophageal lumen. Because of the 
tubular shape of the esophagus, intramural 
tumors often partially and occasionally wholly 
surround the organ, becoming horseshoe shaped 
or annular. When such tumors can no longer be 
contained within the wall, growth is usually 
outward into the mediastinum. Because of the 
resistance of the tissues of the mediastinum, how- 
ever, it is rare for a tumor to become polypoid on 
the external surface of the esophagus as do 
similarly located tumors on viscera of the ab- 
dominal cavity. For the same reason, a tumor 
from any of the muscle layers will compress the 
lumen of the esophagus and produce a filling 
defect on roentgenography. Rose (137) tabulated 
from autopsy reports 8 leiomyomas arising from 
the outer longitudinal muscle layer, 4 from the 
circular layer, and only 2 from the muscularis 
mucosae. If these proportions are representative, 
they may explain why relatively few leiomyomas 
become intraluminal. Presumably only those 
arising from the muscularis mucosae tend to 
expand into the lumen. 

In 12 cases, the leiomyoma was reported to be 
in an esophageal diverticulum. Most of these 
were in the lower third. One leiomyosarcoma 
has been reported in a diverticulum (53). 

The location of the leiomyosarcomas was 
similar to that of the leiomyomas. In the upper 
third were 17.1 per cent; in the middle third 
28.6 per cent; and in the lower third 54.3 per 
cent. Two of the lower third tumors involved the 
stomach as well. 

Twelve of the 38 malignant tumors were 
polypoid, and in only 1 patient was dysphagia 
absent. Malignant tumors may be divided into 
two major groups: intraluminal polyps, 33 per 
cent, and intramural or infiltrating, 56 per cent. 
One patient had 2 polyps and a large infiltrating 
leiomyosarcoma at the same time (78). The 
polypoid tumors were about evenly divided be- 
tween males and females, whereas over twice as 
many males suffered from the infiltrating type. 
Tumors were mediastinal in 2 patients. One other 
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case showed numerous nodules in the esophageal 
wall which were considered to be metastases from 
a leiomyosarcoma of the stomach (63). 


SIGNS AND SYMPTOMS 


Dysphagia and pain. Although any disturbance 
of the musculature of the esophagus might be 
expected to affect its function, swallowing dif- 
ficulties were by no means always present. 
Seventy-four per cent of the 31 patients with 
leiomyosarcoma in whom symptoms were re- 
corded experienced some degree of dysphagia. 
Only 48 per cent of the 159 patients with 
leiomyomas reported difficulty in swallowing. 

This symptom is not indicative of the location 
of the tumor to be encountered by the surgeon. 
A greater percentage of small tumors, under 5 
cm., seem to produce it than do larger ones. 
Malenchini and Resano (91) describe an elon- 
gated tumor 17 centimeters long and weighing 
980 grams which produced only mild dysphagia 
with solid food. Another myoma of the trachea 
caused death by asphyxiation in this patient. 

Most of the tumors which bulged toward the 
lumen of the esophagus produced some dys- 
phagia, but only 9 benign and 14 malignant were 
of this type. There was no sex difference in this 
symptom. A slightly, but not significantly, 
greater percentage of patients with dysphagia 
were operated upon within less than 1 year than 
were all patients. Many seem to have learned to 
tolerate some swallowing difficulties for 10 years 
or longer. Occasionally such difficulties were 
intermittent. This is in marked contrast to the 
dysphagia of esophageal carcinoma which is 
present in nearly all cases and which has rarely 
lasted for as long as 1 year. 

Pain or discomfort was present in 45 per cent 
of those patients with malignant tumors, and 48 
per cent of those with benign tumors also had 
such pain. Pain and dysphagia did not neces- 
sarily go together. Ten or 32 per cent of the pa- 
tients with leiomyosarcoma had both dysphagia 
and pain, and only 36 or 23 per cent of patients 
with benign tumors had both symptoms. These 
two symptoms were more often the result of 
benign tumors of the middle and lower thirds, 
although dysphagia alone was a frequent finding 
among malignant tumors of the upper esophagus. 

Unfortunately from the diagnostician’s view- 
point, dysphagia and pain, even though present 
in fewer than half the cases, was the most fre- 
quent combination of symptoms displayed. The 
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only other symptoms often occurring together 
were weight loss with pain, in 11.9 per cent of 
benign and 16.1 per cent of malignant tumors, 
and weight loss with dysphagia, in 11.3 per cent 
of benign and 38.7 per cent of malignant 
tumors. The occurrence of nausea and vomiting 
with hematemesis was infrequent. A mass was 
rarely palpable in the thorax, and vague symp- 
toms referable to the gastrointestinal or re- 
spiratory tracts were common but usually of no 
diagnostic use. 

Weight loss. It is difficult to evaluate the weight 
loss seen in 20 per cent of patients with benign 
and 52 per cent of patients with malignant 
tumors. Dysphagia was present in half of the 
patients with weight loss in the benign group and 
in three fourths of those with weight loss in the 
malignant group. Conversely, however, weight 
loss was present in only one fourth of those who 
had dysphagia due to leiomyomas and in half of 
those whose dysphagia resulted from leiomyo- 
sarcomas. Weight loss in some cases undoubtedly 
resulted from malnutrition secondary to dys- 
phagia, but dysphagia did not always produce a 
weight loss, and the latter existed in the absence 
of dysphagia. Sweet, Soutter, and Valenzuela 
(164) have commented upon this. The association 
of these symptoms is greater in the patients with 
malignant tumors than in those with benign 
tumors. 

Hemorrhage. Bleeding resulting from a smooth 
muscle tumor, benign or malignant, in the 
stomach or intestine is a common symptom. In 
the esophagus, however, bleeding was rare, hav- 
ing been reported in only 5 cases of benign 
(40, 51, 76, 87, 126) and 2 of malignant (97, 
103) esophageal smooth muscle tumors. 

Other symptoms. Passive regurgitation, as dis- 
tinguished from nausea and vomiting which 
were rare, was associated chiefly with lower 
third tumors. A feeling of ‘‘fullness” was often 
reported with benign tumors, 14.5 per cent, but 
less commonly with leiomyosarcomas, 6.5 per 
cent. Dyspnea was not an uncommon finding 
with middle and lower third esophageal tumors. 

Excessive salivation was noted in 1 case of 
leiomyosarcoma (53) and in 3 cases of leio- 
myoma (32, 114, 141). Dysphagia was not enough 
to account for this finding as an inability to 
swallow the normal saliva production. 

Twenty-one patients with leiomyomas who 
underwent operation had no symptoms referable 

to their tumors. The tumors were seen for the 
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most part on routine roentgenograms or during 
examination for unrelated conditions. An ad- 
ditional 6 tumors found at autopsy were known 
to have produced no symptoms in life (107, 133). 
More than a fourth of the tumors from the upper 
third of the esophagus were silent; the propor- 
tion decreased toward the cardial orifice. In 8 
cases the esophageal symptoms were the result 
of carcinoma, the small associated leiomyomas 
being found only upon histologic examination 
of the larger malignant tumor. 

Duration of symptoms. The absence of unequiv- 
ocal symptoms made it difficult to estimate how 
long a tumor had existed in the esophagus. In 
the cases in which the information was available, 
most of the patients with leiomyosarcomas and 
many of those with leiomyomas were treated 
from 1 to 12 months after the onset of their 
symptoms. Nearly a third of the patients with 
benign tumors, however, had symptoms for 5 
years or longer. Three had symptoms for 20 
years (22, 120, 168). Not all of these patients had 
been untreated during that time, but the treat- 
ment had been, at best, palliative because of 
failure to recognize the source of the symptoms. 
Interestingly enough, the tumors of long standing 
were by no means among the largest. There was 
no correlation between the time during which 
the patient had symptoms and the size of his tu- 
mor. Younger patients tended to have their 
symptoms longer than did older ones, especially 
in cases of leiomyosarcoma. With the latter 
tumor, three fourths of the older patients sought 
relief within 1 year, whereas less than half of the 
younger patients had done so. There are too few 
cases, however, to make these differences 
statistically significant. 

There is no progressive series of symptoms 
related to increasing tumor size. In general, pa- 
tients with larger tumors had fewer symptoms, 
almost certainly because tumors initially less 
troublesome fail to lead the patient to seek 
medical advice as early as do those producing 
discomfort. 


DIAGNOSIS 


Esophageal leiomyoma wascorrectly diagnosed 
prior to operation in 39 instances out of 117 and 
leiomyosarcoma in 5 out of 27 in which informa- 
tion was available. In 4 cases the diagnosis of 
mediastinal tumor or of diverticulum of the 
esophagus was correct, although the presence 
of the leiomyoma was not suggested. In 50 cases 


the preoperative diagnosis was neoplasm. Mis- 
taken diagnoses were chiefly those of carcinoma, 
mediastinal cyst, and cardiospasm. 

In the absence of pathognomonic clinical 
symptoms directing attention to the esophagus, 
some benign tumors will continue to pass un- 
detected. On the other hand, a chest roentgeno- 
gram, even without barium, may often lead to 
more specific diagnostic procedures. The 9 cases 
of accidental discoveries of leiomyomas from 
routine chest roentgenograms indicate the value 
of having a suspicious nature and a sharp eye. 
In 8 cases not tabulated, a small leiomyoma was 
found by the pathologist in a surgically removed 
carcinoma (20, 49, 164). 

Leiomyosarcomas are not asymptomatic, and 
hence their discovery has not usually been ac- 
cidental. Of the 38 cases reviewed, the 2 earliest 
cases (67, 172) were identified only at autopsy. 
Another (122) was found accidentally in an 
esophagus operated upon for a concurrent 
squamous cell carcinoma which had _ been 
identified by biopsy. In 1 case the result of 
roentgenography was negative (97), in 6 cases no 
roentgenographic findings were reported, and in 
26 cases the roentgenologic report was positive 
for an esophageal lesion. Of the 5 correctly 
diagnosed, 3 were polypoid (29, 88, 106) and 
2 were infiltrating (60, 124). 

Roentgenography. Schatzki and Hawes (146), 
Harper and Tiscenco (60), and Marshak (93) 
have discussed the roentgenographic appearance 
of these tumors. 

Although a plain chest roentgenogram may 
indicate an esophageal disorder, a barium 
swallow examination is necessary for diagnosis 
of a smooth muscle tumor. The benign tumor 
usually appears as a crescent-shaped filling 
defect when the tumor is seen in profile. There is 
usually no dilatation above the tumor, although 
there may be some at the same level. Almost 
never is there an ulcerative crater in the mucosa. 
Schatzki and Hawes (146) have spoken of the 
noticeable absence of the mucosal folds over the 
tumor, and Lortat-Jacob (84) has noted a 
flattening of the esophagus. Displacement of the 
esophagus is not uncommon. The mass always 
moves with the esophagus during the act of 

swallowing. 

In leiomyomas of the lower portion the 
crescentic appearance is often absent, but the 
lumen may be narrowed and proximal dilata- 
tion may be present. In no case of benign tumor 
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was the result of roentgenographic examination 
negative, but diverticula occasionally confused 
the picture. 

Creech, Overton, and Erikson (29) have stated 
that an obstructing polypoid lesion with an 
intact mucosal surface is to be considered a 
leiomyosarcoma. Michaud (106) believes that 
only the infiltrating form is impossible to diag- 
nose. On the other hand, Lortat-Jacob (85) and 
Martin and Grisamore (96) believe that leiomyo- 
sarcomas of either type cannot be differentiated 
from other malignant tumors of the esophagus. 
Ulceration was present in 8 cases; 5 were in- 
filtrating and 3 were polypoid. Significantly, 
none of these was correctly diagnosed prior to 
operation. Perasalo and Laustala (125) have 
recommended pneumomediastinography for the 
diagnosis of leiomyomas. It is not a common pro- 
cedure in this country, and seems not to have been 
used in any other reported case. 

Esophagoscopy. This procedure was reported in 
49 cases of leiomyoma. The findings were nega- 
tive in 9, 1 was unsuccessful because of constric- 
tion, and the results in 2 were not described. 
Stricture, swelling, and dilatation were the chief 
observations. In 11 cases biopsies were taken; in 
10 of these the results were not diagnostic. Un- 
less there is evidence of mucosal involvement or 
the tumor is definitely within the lumen of the 
esophagus, a biopsy of a benign tumor will 
almost certainly not reveal the nature of the 
tumor. 

In 21 of the patients with leiomyosarcoma 
endoscopy was undertaken. In 3 instances, ob- 
struction of the esophagus made the procedure 
unsuccessful; in 2 cases nothing abnormal was 
seen (1, 96). In 9 cases the tumor was seen and 
located; in 6 the findings were not described. 

Biopsies were taken from 15 patients, and all 
5 of the correct preoperative diagnoses were 
based upon biopsies. In 3 other cases carcinoma 
was diagnosed; in 1 it was correct, since both 
carcinoma and leiomyosarcoma were present 
(122). In 6 cases the diagnosis on the basis of 
the biopsy was incorrect or equivocal. In 1 pa- 
tient the result of the biopsy appeared to be 
normal (80). 

Lewis and Maxfield (82) and Perasalo and 
Laustela (125) have discussed the uselessness of 
shallow biopsies and the danger of those deep 
enough to reach smooth muscle layers. They 
believe that a swelling of the esophageal wall 
seen on endoscopy does not warrant biopsy. 
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Completely intraluminal tumors such as the 
polypoid type of leiomyosarcomas may be bi- 
opsied with safety, although some investigators 
have expressed concern about excessive bleeding. 

Differential diagnosis. In diagnosing a smooth 
muscle tumor of the esophagus, carcinoma, 
hiatal hernia, diverticulum, and esophagitis are 
the most common alternatives to be considered. 
Mediastinal tumors and aneurysms may be dis- 
missed, because they do not move with the 
esophagus during swallowing movements. The 
leiomyomas may be distinguished from carci- 
nomas by the smooth, intact mucosa to be seen 
on roentgenograms and in esophagoscopy. Al- 
though the polypoid leiomyosarcomas may be 
confused with other pedunculated tumors unless 
a biopsy can be obtained, the infiltrating type 
is difficult if not impossible to distinguish from 
other malignant esophageal tumors. At least 1 
case (89) was interpreted as a lower esophageal 
ring, and an earlier case (121) seems to have 
been similar and might have produced the same 
impression in life. 

Marshak (93) has discussed the roentgenologic 
appearance of a large number of lesions of the 
esophagus and has illustrated the differences 
with good roentgenograms. We recommend his 
article to anyone concerned with neoplasms of 
the esophagus. 

The almost universal presence of early dys- 
phagia, 96 per cent, and weight loss, 91 per cent 
(43), in patients with esophageal carcinoma 
contrasts with the findings in cases of leiomyoma. 
The absence of these symptoms together with 
roentgenographic evidence of a tumor are 
strongly indicative of a benign lesion. 

The duration of symptoms, when knowa, is 
also helpful in ruling out carcinoma. Creech, 
Overton, and Erikson (29) found that the aver- 
age duration of symptoms of esophageal car- 
cinoma was 4 months, whereas that of leiomyo- 
sarcoma was 2 years. Franklin and Shipman (43) 
state that, of 159 carcinoma patients, only 6 had 
symptoms for more than a year. In the present 
series, of the 26 patients having leiomyosarcoma 
for whom duration of symptoms was recorded, 
13 had symptoms for less than 1 year, whereas 
13 others had symptoms from 1 to 10 years. 
There was no difference between duration of 
symptoms in polypoid and infiltrating types. 
Among 89 patients with leiomyomas, 60 per cent 
had symptoms for more than 1 year, and half 

of these had symptoms for 5 years or more. The 
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greatest danger in the use of this factor for diag- 
nosis is that symptoms of long duration may be 
due to causes other than the tumor now known 
to be present. 

With long standing hiatus hernia complicated 
by peptic esophagitis, a benign cicatricial ste- 
nosis immediately above the hernia may develop. 
This narrowing may be simulated by an infil- 
trating submucosal tumor of the terminal esoph- 
agus. Roentgenologically, if the narrowed seg- 
ment distends well with peristalsis, a tumor can 
be excluded with reasonable assurance. Esoph- 
agoscopy to confirm the presence of gastric 
mucosa may be necessary for a differential diag- 
nosis when distensibility seems decreased (72). 
The existence of hiatus hernia does not preclude 
the presence of a smooth muscle tumor as well. 


PATHOLOGY 


Gross characteristics. These tumors originate 
from the smooth musculature of the esophageal 
wall including, probably, the musculature of 
blood vessels. They may occur in any portion of 
the esophagus but are more frequently found in 
the distal portion. Benign tumors were intra- 
mural in 46.7 per cent of the cases. One sixth 
of these were large and were becoming C-shaped 
or annular. Very few, 4.4 per cent, were poly- 
poid. When large, the tumors may project into 
the mediastinum instead of the lumen. In 21 
cases of leiomyoma and 2 of leiomyosarcoma 
there were multiple tumors. As many as 14 
benign tumors have been found in 1 patient (12, 
130). 

The leiomyomas are of firm consistency, usu- 
ally smoothly rounded unless very large, and 
greyish-white on section. They are relatively 
avascular, and a capsule, even when present, is 
rarely grossly visible. Seven benign tumors were 
calcified, including 1 associated with a carci- 
noma (42). None had undergone cystic degen- 
eration, and very few became ulcerated. 

Leiomyosarcomas were intramural and infil- 
trating in 19 cases, polypoid in 11, and in 1 
patient (78) both forms were present. One tumor 
consisted of intramural nodules metastatic from 
a gastric leiomyosarcoma, and 2 were medias- 
tinal. Four were not described (174). No calci- 
fied leiomyosarcoma has been reported in the 
esophagus; some have been found in the stom- 
ach (157). About 13 per cent of the leiomy- 
osarcomas of the stomach undergo cystic degen- 
eration, but none of those in the esophagus did so. 
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Good illustrations of both benign and malig. 
nant tumors are to be found in the Aélas of Tumor 
Pathology, Section V, Fascicle 20 (163). 

Size. The largest benign esophageal tumor was 
35 by 20 by 12 centimeters and was located in 
the posterior mediastinum (42). The largest 
malignant tumors were polypoid; 1 was 20 by 
4 centimeters (44) and 1 was 19 by 6 centimeters 
(115). The latter had a ring of several small 
tumors around it. Among the surgical cases, 
about one fifth of the leiomyomas were 10 centi- 
meters or larger in their greatest diameter, and 
two thirds were 5 centimeters or larger. Less 
than one third of the leiomyomas found at 
autopsy were 5 centimeters or larger, and less 
than one tenth were over 10 centimeters in 
diameter. 

Leiomyosarcomas were slightly larger: 30 per 
cent of those described were 10 centimeters or 
larger and 86 per cent were 5 centimeters or 
larger. There was a slight tendency for larger 
leiomyosarcomas to occur in older persons, but 
the contrary was true for leiomyomas. In pa- 
tients under age 50, 21.3 per cent of the benign 
tumors were 10 centimeters or larger, whereas 
in older patients only 15.4 per cent reached this 
size. This is the reverse of the situation in 
leiomyomas of the stomach since in those cases 
the older patients had slightly more of the larger 
tumors (157). None of these differences is sta- 
tistically significant. 

There was no correlation between the tumor 
size and the duration of symptoms in either the 
benign or the malignant group. The most fre- 
quently found combination was a tumor between 
5 and 9 centimeters in diameter which had given 
symptoms for more than 1 month but not more 
than 1 year. This category included 17.4 per 
cent of the benign and 25.0 per cent of the 
malignant tumors for which information was 
available. Several tumors have been observed 

over several months without showing increase in 
size. Harrington (61) had a patient whose tumor 
was observed for 9 years. In the last 2 years it 
began to increase in size from 4 centimeters to 
10 by 7.5 by 5.5 centimeters at which time it was 
removed surgically. In one of the few recurring 
leiomyosarcomas the new tumor grew in 3 
months to almost the same size as the original 
tumor which had been present for 5 years (167). 

Diffuse leiomyomatous hyperplasia. Occasionally 
a lesion appears as diffuse hyperplasia of one or 
more muscle coats of the esophagus. Typically 
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myomatous in the arrangement of the muscle 
fibers, the lesion differs from the common leio- 
myoma in that it is not a discrete tumor. Piacen- 
tini (128) has called the condition “‘leiomyoma- 
tosis,” but we believe that this term implies 
multiplicity of tumors rather than diffuseness. 
We prefer “‘diffuse leiomyomatous hyperplasia” 
as being a more accurate although longer desig- 
nation. Six cases in this series have been con- 
sidered to fall into this category. They are not 
included with the other leiomyomas. It is pos- 
sible that the cases of Pichler (130) and that of 
Bradford, Mahon, and Grow (12), each with 14 
tumors, should be included in this group, but the 
discrete nature of the nodules seemed to place 
them as multiple leiomyomas. 

The most striking of these cases is also the 
earliest. Hall in 1916 (58) described the progress 
of the disease in a 17 year old girl. The eso- 
phageal wall became thickened from the middle 
of the upper third, well into the upper portion 
of the stomach. In places the wall was 4 centi- 
meters thick. The patient died of starvation after 
2 years. Harrington (61) reported a similar case 
in a 19 year old girl in whom the lower third 
of the esophagus and upper half of the stomach 
were involved. Symptoms had existed for about 
a year. The cardia and part of the esophagus 
were resected and an esophagogastrostomy per- 
formed. 

Four other cases have been reported in the 
French literature. All were in males between 40 
and 70 years of age. Three were found on au- 
topsy, and at least 1 had been asymptomatic 
(55, 56). The fourth patient was treated suc- 
cessfully by a Heller’s myotomy (112). In this 
case as well as that of Hall (58) and 1 of 
Guichard and his colleagues (55), the circular 
muscle layer was chiefly responsible for the 
myomatous thickening. In another case the 
longitudinal layer was involved (55), and in the 
fourth all muscle coats were thickened (56). 

The change from normal fiber patterns of the 
musculature into interlacing and whorl forma- 
tions is characteristic of a leiomyoma; in no case 
could simple hypertrophy be the explanation. 
Sometimes neural elements of the myenteric 
plexus were disoriented and hyperplastic, and 
often there was proliferation of submucosal 
capillaries. In at least 1 case the blood vessel 
walls were also myomatous (55). 

Until more is known about this group of tu- 
mors we prefer to separate them from the re- 
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mainder of the leiomyomas. For an excellent 
description of the clinical, roentgenologic, and 
pathologic manifestations, the reader should 
consult Hall’s article (58). 

Malignant changes. The possibility of malignant 
transformation of benign leiomyomas into leio- 
myosarcomas cannot be overlooked. In the case 
of Lyons and Garlock (88) there were three 
small intramural leiomyomas as well as a large, 
polypoid, intraluminal leiomyosarcoma. Areas 
of sarcomatous change may occur in benign 
tumors. Four instances have been reported in 
the stomach (157), but only 1 (9) has been 
found among esophageal tumors. In another 
case the authors believed the patient’s leiomyo- 
sarcoma had originally been benign (132). It 
was 7 centimeters long and had produced dys- 
phagia for 4 months. The rarity of such findings 
argues against the view of Marshall and Aronoff 
(94) that the malignant tumors are derived from 
the benign. It is probable that some leiomyomas 
undergo malignant transformation, whereas in 
other cases a malignant tumor arises without 
passing through a benign stage. 

Metastasis. Only 9 of the 38 leiomyosarcomas 
definitely metastasized, 23.7 per cent, and 2 
others may have done so. This is very close to the 
per cent metastasizing from similar tumors of 
the stomach (157). Proportionately, leiomyo- 
sarcomas metastasize oftener in males than in 
females. Of the 11 polypoid tumors, only 2 were 
metastatic, and of the infiltrating type, including 
the case with both types (78), 8 were metastatic. 
One tumor was considered to be a metastasis 
from the stomach. One polypoid tumor metasta- 
sized to the opposite wall of the esophagus (106), 
the other to mediastinal lymph nodes (129). 
The infiltrating tumors metastasized to the liver 
in 2 cases (1,103), to regional nodes in 2 cases 
(78,98), and to the stomach in 1 (67). In another 
there was invasion of the pharynx and trachea 
with metastases to the lungs (104). In Kimura’s 
case (78) there were two polyps and an infiltrat- 
ing tumor in the esophagus, metastases to the 
lymph nodes, heart, and both kidneys, and sub- 
cutaneous metastases at the left temple and the 
left groin. An adenocarcinoma of the stomach 
with infiltration of the pancreas existed at the 
same time. This case is unique in the extent of its 
malignancy. The patient died in less than a year 

after the onset of dysphagia. One of the unde- 
scribed cases was said to be metastatic to the 
liver (174). In 2 cases (96, 124) in which the 
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patient was alive at the time the authors wrote, 
metastases were suspected. 

Metastasizing tumors were not limited to any 
portion of the esophagus, and none were less 
than 5 centimeters in their greatest diameter at 
operation. There was no difference in the pre- 
operative duration of symptoms between meta- 
static and nonmetastatic tumors. 

Recurrence. In 3 cases an esophageal leiomyo- 
sarcoma has been known to recur after surgical 
removal. In 1, a posterior mediastinal leiomyo- 
sarcoma recurred 2 years after removal (64). 
In another the patient died of an anastomotic 
leak 3 months after operation, and a leiomyo- 
sarcoma almost as large as the original tumor 
was found at the site of the anastomosis (167). 
The original tumor had been present for 5 
years. The third patient died 4 months after op- 
eration with both recurrence and metastasis 
(174). One huge benign tumor in the posterior 
mediastinum was replaced by a carcinoma 1 
year after its removal (42). 


CONCURRENT DISEASE 


One patient had a leiomyosarcoma and 3 
small leiomyomas at the same time (88). The 
leiomyosarcoma was pedunculated and was the 
chief source of the symptoms. Two patients with 
leiomyosarcoma (79, 122) and 12 with leiomy- 
oma also had esophageal carcinoma. One of the 
latter had bronchial adenoma as well, thus hav- 
ing three distinct tumors in his thorax (54). One 
patient with esophageal leiomyosarcoma had 
gastric carcinoma which eventually caused his 
death (78). Among the leiomyoma patients, 1 
had a gastric carcinoma (117); another had a 
bronchogenic carcinoma which caused his 
death (87). Most of the leiomyomas associated 
with carcinomas were small. It is possible that a 
thorough search among excised esophageal 
carcinomas would reveal many more such tu- 
mors. The finding of 12 carcinomas among 345 
patients with leiomyoma is about four times the 
frequency to be expected from the relative inci- 
dence of these two tumors (26, 73). Unfortu- 
nately there is no means of knowing which of 
the tumors appeared first. 

Duodenal or peptic ulcer in 5 patients com- 
plicated the clinical diagnosis (8, 48, 62, 100, 
132), and a number of respiratory symptoms 
unrelated to the tumors sometimes confused the 
thoracic picture. Evidence of prior disease was 
noncontributory. 
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Hiatal hernia. There were 12 cases of hiatal 
hernia among the patients with leiomyomas and 
2 among those with leiomyosarcoma. This is an 
incidence of 1 to 24 among 334 fully described 
cases. Hiatus hernia may be expected to occur 
in less than 1 per thousand of the general popv- 
lation. This condition seems to predispose to the 
formation of smooth muscle tumors in the lower 
third of the esophagus. 

Diverticula. In 12 instances the leiomyoma was 
associated with an esophageal diverticulum or 
diverticulum-like structure. In 1 case of leiomyo- 
sarcoma the tumor was associated with a diver- 
ticulum (53). In another a diverticulum was 
present but not involved with the tumor (73). 
Assuming this last to be a coincidence, there are 
13 cases, an incidence of 1 to 25 among 334 fully 
described cases. Diverticula of all kinds are far 
less common than this. Either the presence of a 
diverticulum encourages formation of smooth 
muscle tumors or, as would appear from the 
description in some cases, the tumor causes the 
formation of a traction type of diverticulum of 
the esophageal wall as a result of its own growth. 
Stewart (159), Hoyne and Rogers (68), and 
Sweet, Soutter, and Valenzuela (164) have all 
favored the latter view. 


TREATMENT 


Leiomyoma. One hundred and sixty-six pa- 
tients with esophageal leiomyoma had _ been 
operated upon for their disease through 1959. 
This figure does not include 8 patients in whoma 
leiomyoma was found incidentally in an excised 
carcinoma, or 33 for whom no details are given. 
In only 1 patient was it found impossible to re- 
move the tumor (91). 

The preferred method for intramural tumors 
is enucleation without opening the mucosa. This 
procedure has been used on 91 patients with 
only 1 death (75). In 1 patient 14 small tumors 
scattered throughout the esophagus were suc- 
cessfully enucleated (12). The procedure is not 
entirely without complications. Zaslow and 
Krasnoff (177) described a case in which 
herniation of the mucosa through the muscular 
defect resulted in a small diverticulum which 
had given the patient no trouble for a year after 
the operation, but which the authors thought 
might require repair in the future. In another 
patient a hiatal hernia developed postopera- 


tively and repair was carried out a year later 
(28). 
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Excision of the tumor was performed in 13 
cases. Resection of an esophageal segment only 
was necessary in 7 cases, and esophagogastros- 
tomy was performed twice without resection and 
in 31 cases with resection. In 4 of the cases re- 
quiring extensive resection, carcinoma of the 
esophagus or stomach accompanied the leiomy- 
oma. 

All of the patients undergoing esophago- 
gastrostomy had tumors of the lower third. 
Nevertheless, there were 37 successful enuclea- 
tions of tumors from this location, including 1 
case in which the cardia was also involved (81). 

In 2 cases, the first operation for removal of 
the leiomyoma was unsatisfactory. In 1, dyspha- 
gia from scar tissue necessitated a reanastomosis 
4 years later. Subsequent dilatations were also 


required (162). Another patient, in whom an. 


anastomotic leak developed after esophageal 
resection and esophagogastrectomy, required a 
jejunostomy for 10 weeks while the anastomosis 
was repaired and the mediastinal abscess 
drained (2). 

Leiomyosarcoma. Esophagogastrostomy was per- 
formed in 16 cases with 1 immediate death from 
cardiac failure (4) and 4 deaths later from the 
disease (78, 167, 174). Two resections and two 
excisions were successful, although in 1 of the 
latter the tumor recurred (64). One local exci- 
sion was performed with no recurrence 7 years 
later (174). In 4 cases a palliative gastrostomy 
only was performed. 

Both benign and malignant smooth muscle 
tumors are radioresistant. In 1 case roentgeno- 
therapy was used for treatment prior to correct 
diagnosis (128). In 1 of Watson’s cases (174) 
roentgenotherapy was employed on an inoper- 
able leiomyosarcoma. The patient was alive 5 
years later, and the author believed the therapy 
might have been effective. There is no support- 
ing evidence for this belief. 

Operative approach. Thoracotomy is the usual 
surgical approach to the esophagus. It was em- 
ployed in 112 or 78.4 per cent of the 143 cases 
in which the approach was described. Tumors 
of the lower third were usually approached from 
the left, whereas tumors of the upper and middle 
thirds were more often approached from the 
right. In 1 case both sides were opened at once 
to reach a leiomyoma occupying the middle and 
lower thirds of the esophagus and extending 
into the cardia (76). In 3 cases the original in- 
cision was made on one side, but the position of 


the tumor made it necessary to approach from 
the other (3, 14, 26). These experiences empha- 
size the importance of careful preoperative plan- 
ning of the incision, and the desirability of having 
prepared in advance an alternative approach 
should it prove necessary. 

In 1 case of a leiomyoma of the middle third, 
the sternum was split to the level of the fifth 
intercostal space (54). This was done to reach a 
palpable thyroid nodule at the same time. A 
right paravertebral incision was employed in a 
patient whose tumor in the upper third of the 
posterior esophageal wall was removed by an 
extrapleural mediastinotomy (161). 

Thoracotomy with diaphragmatic incision 
was employed in 14 or 9.7 per cent of the cases, 
all for lower third tumors. Thoracoabdominal 
incisions were made in 13 cases. In 2, an ab- 
dominal incision only was made for a lower 
esophageal leiomyoma (62, 150). In both, 
esophagogastrostomy was performed. Cervical 
incisions were required in 2 patients with leiomy- 
osarcomas in the upper third of the esophagus 
(96, 135). 


MORTALITY 


Leiomyoma. In 6 patients, an esophageal leio- 
myoma was the direct cause of death. All deaths 
were prior to 1941. Four tumors were in the 
lower third, and 2 were not specifically located. 
Two were intraluminal and pedunculated. In 
the great majority of the 126 cases in which the 
tumor was found at autonsy, there had been no 
symptoms, and death was from other causes. 

In the operative series, there were 8 deaths 
after 166 operations. One was the direct result 
of bronchoscopy undertaken to examine tracheal 
compression from a large leiomyoma of the 
esophagus. An unsuspected leiomyoma of the 
trachea was disturbed, and the patient died of 
asphyxia as the bronchoscope was withdrawn 
(91). In 1 patient empyema and death on the 
fifth postoperative day followed necrosis of the 
esophageal wall resulting from too extensive dis- 
section (75). Another patient had empyema, 
hiatus hernia, diabetes, and hypochromic micro- 
cytic anemia prior to operation (35). He sur- 
vived for only 1 day. Of the remaining fatal 
cases, 1 resulted from cardiovascular collapse 
(33) and 4 from pneumonia (36, 60, 62, 92). 
The surgical mortality is thus 4.8 per cent. The 
over-all mortality cannot be computed owing to 
lack of information as to the part played by the 
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tumor in the death of patients in the autopsy 
series. 

Leiomyosarcoma. Six patients died without oper- 
ation, and another 4 were found to be inoperable 
but are not known to be dead (63, 73, 174). 
Another case report, that of Piaggio Blanco cit- 
ed by Creech, Overton, and Erikson (29), was 
not available, and it is not clear whether the 
patient was operated upon or not. Of the 6 
known dead, all were known to have had symp- 
toms related to their tumor except 1, in whom 
the tumor was found at autopsy (172). 

Among operated upon patients, 1 died the 
sixth day from congestive heart failure (4), and 
another died the day after an exploratory oper- 
ation had determined that the tumor was 
inoperable (98). 

Six patients died 3 weeks to 4.5 years after 
operation, 1 from hemorrhage (104), 1 from an 
anastomotic leak with abscess formation and 
recurrence of the tumor (167), 1 from tracheal 
obstruction due to an inoperable esophageal 
tumor (115), and 2 from metastases less than 6 
months after operation (78, 174). One died 4.5 
years later from his disease (174). 

Thus of 28 patients operated upon since Har- 
rington’s report of a successful operation, 8 have 
died, giving a surgical mortality of 28.6 per cent. 
The over-all mortality without the doubtful 
case (129) is 14 out of 37, or 37.8 per cent. 


PROGNOSIS 


Operations for esophageal leiomyomas have 
been highly successful, although in only 27 cases 
was there a follow-up of more than 1 year, the 
longest being 7 years (18). There is no reason 
why an operation for an uncomplicated esopha- 
geal leiomyoma should now be considered dan- 
gerous. There have been no deaths reported 
since 1955. Postoperative respiratory disease has 
been the chief complication in the past. 

To judge from autopsy reports, many un- 
treated leiomyomas must exist without symp- 
toms, and there is little to indicate that the 
presence of these tumors has shortened life. In 
some instances patients have been made uncom- 
fortable by a large variety of annoying if not 
fatal complaints. The lives of these patients have 
probably been shortened by the debilitating 
effect of nagging discomfort. In spite of this, 
one third of the patients whose tumors were 
found at.autopsy had survived to the seventh 
decade of life. 
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The malignant smooth muscle tumors have a 
higher operative mortality as well as a poorer 
prognosis when untreated than do the benign 
tumors. Of the 6 dying without operation, 1 
patient had persistent discomfort for 10 years, | 
for 2 years, 2 for less than 2 months, and in 2 
cases the duration of symptoms was not stated. 

Six patients were considered inoperable either 
after biopsy or after exploratory operation (1, 
61, 63, 73, 98) and in 4 other cases a palliative 
gastrostomy only was performed (104, 115, 124, 
174). Duration of symptoms in these patients 
ranged from 10 years to 3 weeks. Only 1 was 
followed up for more than 3 months, during 
which time 2 of the patients who had under- 
gone gastrostomy died. One patient with a 
gastrostomy was alive 5 years later (174). The 
remaining 7 patients were not followed up. Ex- 
cluding exploratory and palliative operations, 
only 21 of the 38 patients may be said to have 
been operated upon with hope of success. Four- 
teen were followed up for over a year, the longest 
period being 7 years (73, 174). Three suffered a 
recurrence of the tumor (64, 167, 174). 


SUMMARY 


1. Leiomyomas, although not frequent, 
amount to about three fourths of the benign 
esophageal tumors, and 5 to 10 per cent of the 
benign smooth muscle tumors of the alimentary 
tract. Leiomyosarcomas are comparatively rare 
in the esophagus, amounting to less than 1 per 
cent of all malignant tumors of this organ. Only 
38 acceptable cases have been reported since the 
discovery of leiomyosarcoma in 1902. Both be- 
nign and malignant smooth muscle tumors of 
the esophagus occur about twice as often in 
males as in females. They are more frequent in 
the lower than in the upper esophagus. Leiomyo- 
sarcomas occur most frequently in patients who 
are more than 50 years of age, but leiomyomas 
are more common in younger adults. 

2. No detinite pathognomonic symptom or 
combination of symptoms exists. The roentgen- 
ologic picture is diagnostic for benign, but not for 
malignant tumors. Ulceration is rare, and cystic 
degeneration has not been reported. Accidental 
discovery of benign tumors is not unusual. 
Neither the age of the patient nor the length of 
his history furnishes a useful clue to size or loca- 
tion of the benign tumors, although length of 
history may aid in distinguishing between leio- 
myosarcoma and carcinoma of the esophagus. 
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Biopsy of benign tumors is rarely diagnostic and 
may be dangerous. 

3. The authors believe that few leiomyosar- 
comas are formed by sarcomatous changes of 
benign tumors, although the possibility cannot 
be completely ruled out. One fourth of the 
malignant tumors metastasized. Infiltrating 
forms did so oftener than did polypoid forms. 
In males, metastases occurred oftener than in 
females. 

4. Surgical removal is the only effective treat- 
ment. Although untreated benign tumors of the 
esophagus rarely cause death, no conservative 
treatment is known to be effective. Both benign 
and malignant smooth muscle tumors are radio- 
resistant. Operative mortality is low and prog- 
nosis is good after enucleation of benign tumors. 


The operative record for malignant tumors is. 


poorer than that for benign tumors, and recur- 
rence is not unknown. Few reports exist of pa- 
tients followed up for as long as 5 years after 
operation. The good prognosis for esophageal 
leiomyomas and the increasing surgical success 
with leiomyosarcomas make correct diagnosis 
important for the peace of mind of both patient 
and surgeon. 
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ABSTRACTS OF CURRENT LITERATURE 


HEAD AND FACE 


Comparison of Autologous and Homologous Bone 
Grafts for Cranioplasty (Allgemeinchirurgische Prob- 
leme bei der Schaedeldachplastik), Paut FERDINAND 
NockEMANN. Langenbecks Arch. klin. Chir., 1961, 297: 


THE AUTHOR reviews 25 cases of patients who had 
posttraumatic cranial defects and were treated by 
bone transplants at the Miners’ Union Hospital in 
Bochum, Germany. Autologous bone was used in 8 
cases. For 17 patients treated after 1951, only homolo- 
gous bone was used. This bone was preserved by 
freezing. The minimal follow-up was 3 years. The 
patients were miners involved in accidents with head 
injuries; most of them had had compound skull frac- 
tures, necessitating trephinations or elevation of de- 
pressed skull fragments with loss of varying amounts 
of bone at the time of the original injury. In all 25 
cases the implanted bone healed. In several cases only 
partial bony union was achieved, but in every case a 
firm closure with bone or scar took place. One patient 
died of status epilepticus from the original brain in- 
jury; he had had two pieces of homologous bone im- 
planted. At autopsy both pieces were grown into each 
other and joined firmly to the surrounding skull, 
partly by bony union and partly by thick scar tissue. 

Clinical union occurs long before roentgenographic 
evidence confirms it; the resorption and atrophy of 
autologous transplants takes 3 to 4 years. One sees the 
first signs of bony union after 2 to 4 years. In the 
freeze-preserved homologous bone grafts, the dissolu- 
tion stage lasts 1 to 2 years. After 2 to 3 years the 
roentgenograms show definite signs of bony healing. 
Thus the homologous bone seems to be actually better 
than the autologous. Healing is quicker if only one 
graft has been used. If several pieces have to be used 
there is resorption at the contact points between the 
grafts and secondary gaps appear. 

There were no complications related to the graft in 
any of the 25 cases; this contrasts with 10 per cent 
failures in using metal or plastic prostheses. Three pa- 
tients had convulsive disorders from the original brain 
injury; one of these, as noted, died of status epilepti- 
cus. Shaping the bone graft to fit the defect is the 
greatest difficulty. 

The author believes that bone grafts are superior to 
prostheses for cranioplasties, and that homologous 
bone is superior to autologous. 

— William B. Gallagher. 
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Corrections of Deformities of the Middle Part of the 
Face (Korrekturen von Formfehlern im Mittelgesicht). 
R. Trauner. Langenbecks Arch. klin. Chir., 297: 52. 

THE MIDDLE PART of the face is considered the most 
striking part, and the upper jaw is the main building 
block. The most frequent causes of deformities in this 
region are hereditary factors and trauma. Often the 
hereditary factors are of the dominant variety. Nasal 
deformities frequently run in families. 

In explaining methods of plastic surgery, the 
changes in form of the middle part of the face are 
classified in three groups: 

1. Under corrections of the too wide and prominent 
middle part of the face, the author describes corrective 
surgery for the too large nose, or hook nose, and the 
prominent upper jaw, prognathism, and documents 
his description with photographs. 

2. Under corrections of the depressed middle part of 
the face, a dish-face deformity, the author describes a 
case in which the nose was built up with a piece of 
angled cartilage and the upper lip was brought for- 
ward by using pieces of cartilage and jacket crowns to 
the front teeth. The chin was made smaller by remov- 
ing excess bone. This case also is illustrated by pictures. 

3. Under asymmetry of the middle face, the author 
includes cleft palate and congenital and traumatic 
deformities of nose and upper jaw. Here again car- 
tilage is used to a great extent. 

—O. Erik Hallberg. 


EYES 


End-to-Side Anastomosis for Obstruction of the Naso- 
lacrimal Duct. R. A. Burn. Brit. J. Ophth., 1961, 45: 


Burn advocates an end-to-side anastomosis for ob- 
struction of the nasolacrimal duct, instead of the usual 
end-to-end procedure. The obstruction is excised and 
the proximal cut end is joined to the nose by making 
an accurate anastomosis with a circular hole in the 
mucosa. 

The skin incision is placed slightly lower than usual, 
the periosteum is incised just in front of the anterior 
lacrimal crest, and the fossa is exposed up to the pos- 
terior crest. The lower part of the sac and upper part 
of the nasolacrimal duct are exposed by removing 
the anterior wall of the bony canal with a sphenoidal 
punch. The sac and duct are freed from the bone, the 
duct is cut transversely as low down as possible, and 
the cut end is trimmed so as to leave a free opening 
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5 mm. in diameter. The cut end of the sac is joined 
to the nose usually somewhat below and just behind 
the middle of the anterior lacrimal crest after a cir- 
cular hole is made in the bone with a hand trephine 
exposing the nasal mucosa. A circular hole is punched 
in the center of the circle of nasal mucosa using a 5 
mm. corneal graft trephine with a spatula in the nose 
as backing. The end of the sac is sewn to the circular 
hole in the nasal mucosa with four or more sutures. A 
fine rubber catheter is passed from the nose into the 
sac. The deeper layers of the wound are drawn to- 
gether by two buried catgut sutures so as to replace 
the orbicularis and the periosteum in their original 
positions. The skin is closed. The patient is instructed 
not to blow his nose for at least a week. 

The method described has been used by the author 
in 12 cases of obstruction of the nasolacrimal duct, 
and has been successful in 11. Nine of the cases were 
mucoceles and 3 were cases of subsiding acute or sub- 
acute dacryocystitis. — Joshua Zuckerman. 


Postoperative Complications of Levator Surgery. 
Siwney A. Fox. Arch. Ophth., Chic., 1961, 65: 345. 


Fox points out that levator resection gives the most 
natural and physiologically normal result in operation 
for ptosis but this procedure may lead to complica- 
tions, only some of which are preventable. The in- 
dication for levator resection is that there should be 
some levator function present. Otherwise lagophthal- 
mos or entropion may follow with either undercor- 
rection or overcorrection. When some levatory action 
exists it is wrong to do anything but to strengthen the 
levator. Frontalis surgery condemns the patient to 
brow wrinkling and severe lid lag and superior rectus 
surgery results in concomitant loss of the wink reflex 
and corneal exposure in sleep. Ptosis with good levator 
action should be somewhat undercorrected; ptosis 
with poor levator action should be overcorrected. The 
author prefers the external approach to the conjunc- 
tival route. 

One of the more common complications of levator 
surgery is undercorrection, most frequently due to 
failure to resect enough levator: A 10 or 12 mm. 
resection is required in most cases. If undercorrection 
results a second levator resection must be performed. 
Undercorrection may also be due to maldevelopment 
or fibrosis of the levator or to resection of Miiller’s 
muscle by mistake. Pulling out of sutures is another 
possibility. 

Overcorrection results from resection of too much 
levator, advancement of the levator too far down on 
the tarsus, resection of too much tarsus, or a com- 
bination of these factors and occurs in acquired 
ptoses of mild degree or in those with almost total 
levator palsy. Reoperation with some type of levator 
recession is warranted. Lagopthalmos may accompany 
overcorrection in cases of ptosis with poor levator 
function. 

Entropion, the least common of the triad of com- 
plications, occurs in cases with poor levator action. 
Levator recession is mandatory to avoid corneal 
injury. 

The lid fold can settle in the wrong place unless 
properly controlled. Lid lag is a common unavoidable 
result of levator resection. 


Notching or tenting of the lid margin may be due 
to too energetic a resection of the tarsus or uneven 
placement of the three sutures which fasten the 
levator to the tarsus after resection. 

Exposure keratitis is not an uncommon development 
of operation for ptosis. —Joshua Zuckerman, 


EARS, NOSE, AND SINUSES 


Repair of Traumatic Myringorupture. PETER Oppgy. 
HEIMER, JULES KAPLAN, WILEY Harrison, and Kisun 
Ganput. Arch. Otolar., Chic., 1961, 73: 328. 


STANDARD THERAPY of traumatic perforations has 
been either observation or patching, resulting in a 
15 per cent incidence of nonhealing. Because of this 
high percentage of nonhealing, immediate repair 
seemed indicated. In a traumatic perforation, the 
drum fragments might be folded on the outer or 
undersurface of the drum, thereby having 2 epithelial 
surfaces in apposition, and healing will not occur. 
By unrolling the drum fragments under proper mag- 
nification and approximating 2 “raw’’ edges, spon- 
taneous closure can be expected. Because the outer 
squamous layer of the drum grows faster than the 
other layers, the method described must be carried 
out before 4 days have elapsed or the epithelium will 
have grown across the “raw” edges, and approxima- 
tion is useless. 

The ear is carefully examined under the operating 
microscope to accurately determine the extent of 
damage. Careful debridement of the external canal 
and middle ear accurately determines the damage. 
An audiogram—air and bone and air again with 
patch—is made. If there is complete or near com- 
plete closure of the air-bone gap, one can be assured 
that a simple perforation is the only pathologic con- 
dition present. Under local anesthesia a microscopic 
right-angled hook is used to evert the drum fragments. 
The middle ear is filled with an antibiotic in ab- 
sorbable gelatin sponge to form a support for the 
fragments when they are laid in apposition. A silk 
strip is laid over the defect and the canal is filled 
with cotton balls. In 1 week all packing is removed. 

Of the 13 patients without a history of previous 
otologic pathologic lesions and treated in the pre- 
scribed time, all had primary healing. 

—John J. Ballenger. 


MOUTH AND HYPOPHARYNX 


Cosmetic Repair for Retrusion of the Mandible. Joun 
B. Ericu. Proc. Mayo Clin, 1961, 36: 180. 


SIGNIFICANT RETRUSION of the mandible—as distin- 
guished from simple recession of the chin—involves 
posterior displacement of the lower teeth; and some 
methods of correction entail rather extensive surgery. 

One rather simple technique for obtaining a satis- 
factory cosmetic result requires surgical detachment 
of the lower lip and soft tissues of the chin from the 
anterior aspect of the mandible. This procedure 
leaves an intraoral pocket which is lined with a split- 
thickness skin graft. 

If the patient’s lower anterior teeth are not to be 
disturbed, the pocket is maintained and the graft 
held in place temporarily by a sponge-rubber stent; 
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and subsequently a prosthetic device is introduced to 
hold the lower lip and chin forward in normal posi- 
tion. This device can be modeled at operation on a 
clasp prepared beforehand. 

But if the position of the lower anterior teeth is 
markedly bad, they should be extracted and a lower 
denture with teeth prepared before operation. As 
soon as the intraoral pocket is formed, this denture 
is inserted and dental compound attached to it is 
molded to fill the pocket. When hard, the compound 
is processed to make it a permanent part of the 
prosthesis, which is ready for insertion as soon as the 
pocket has been lined with skin. 

Postoperatively there is need of stretching, for 
which adhesive tape and rubber bands are used. 

Close co-operation between dental and plastic sur- 
geons is necessary in all cases. 


Sarcoma of the Larynx. Rosert C. Kratz and Rosert 
Rirreruorr. Ann. Otol. Rhinol., 1961, 70: 239. 


THE AUTHORS present 3 cases of laryngeal tumor 
originally diagnosed as sarcoma. In 2 of these cases 
no recurrence was detected despite only simple re- 
moval of the lesion and no other treatment. In view 
of the natural history of these cases and their histo- 
logic similarity to subcutaneous pseudosarcoma, the 
original diagnosis of laryngeal sarcoma could not be 
substantiated. 

The subject of sarcoma of the larynx needs further 
study. After thorough review of the literature, the 
authors find it difficult to establish conclusive diag- 
nosis, treatment, and prognosis of this type of lesion. 

It is their opinion that, until more is known, masses 
presenting a Sarcomatous appearance occurring in the 
larynx should be classified as pseudosarcoma and 
treated conservatively. — John R. Lindsay. 


SALIVARY GLANDS 


Surgical Correction of Salivary Fistula. Howarp C. 
Baron. Ann. Surg., 1961, 153: 545. 


THE TREATMENT of traumatic salivary fistulas is traced 
from its early development to the present. The author 
calls attention to the technique of Morestin who was 
the first to use proximal ligation of the severed 
Stensen’s duct. 

Five cases of traumatic severance of Stensen’s duct 
with subsequent salivary fistula are presented. These 
patients were successfully treated by the exposure and 
ligation of the proximal duct with a No. 4-0 silk tie. 
If the main facial nerve or any of its branches have 
been compromised concomitant neurorrhaphy by 
direct suture or free nerve graft is recommended. 

— John W. Braasch. 


The Surgical Management of Salivary Gland Tumors. 
W. C. Suanps. Am. Surgeon, 1961, 27: 204. 


A RECENT SERIES, from 1955 to 1959, of 87 salivary 
gland tumors is reported, in which 73 arose from the 
parotid gland, 7 from the submaxillary gland, and 6 
tumors originated in minor salivary glands within the 
oral cavity and hypopharynx. There were 45 patients 
with mixed tumors of the parotid gland who were 
operated upon primarily, and 7 patients who had re- 
current mixed tumors operated upon two or more 
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times. Thirty per cent of the parotid tumors were 
malignant. 

The average age of patients with carcinoma of the 
parotid was 17 years older than the average age of pa- 
tients who had primary mixed tumors. Duration of 
symptoms was about the same in both groups. There 
was one instance of bilateral nonsimultaneous parotid 
neoplasms. This 27 year old man had an acinic cell 
carcinoma of the left parotid removed, followed in 2 
years by a benign mixed tumor of the right parotid 
gland. Another patient had a rarely reported car- 
cinoma of the sublingual gland. Two recurrences of 
submaxillary mixed tumors were attributed to the 
seeding of wounds with tumor cells. An interesting 
case report describes a massive adenocystic carcinoma 
of the floor of the mouth in a 42 year old Negro 
woman. This tumor, which invaded the posterior 
third of the tongue, was completely excised with good 
symptomatic relief and no recurrence in the short 
follow-up period of over 1 year. 

Mixed tumors of the parotid frequently recur be- 
cause of incomplete excision, and recurrent mixed 
tumors are much more difficult to treat. Complete 
excision usually requires superficial or total parotidec- 
tomy. The facial nerve should be exposed in all except 
small, peripherally located tumors, so as to avoid 
injury to this nerve. Temporary paresis may follow 
such exposure, but this weakness usually disappears 
in a few days to 6 weeks. Sacrifice of the nerve was 
made only once in this series. In the presence of 
cervical node enlargement, radical neck dissection 
was performed. 

Half of the patients with carcinomas of the parotid 
have died. Nine patients are alive 2 to 6 years after 
operation and are free of metastatic or recurrent 
parotid carcinoma. —Enmile L. Meine, Jr. 


NECK 


Recurrent Goiter (Probleme des Strumarezidivs). P. 
Fucusic and K. Kemincer. Chirurg, 1961, 32: 156. 


A TOTAL of 2,900 women were followed up by ques- 
tionnaire 16 to 25 years after resection of a goiter. 
Four hundred and seventy-eight of these patients were 
re-examined clinically or by laboratory means. The 
results of the operation were distinctly dependent on 
the age of the patients at the time of operation. Two- 
thirds of the women who had undergone operation 
during adolescence continued to have symptoms. Half 
of them had a demonstrable recurrent goiter, and 14 
per cent had a second or third operation. These figures 
improved in linear fashion with increasing age of the 
patient at the time of the operation. Only 10 per cent 
of the patients who were more than 60 years old at the 
time of the operation had persisting or recurrent 
symptoms, and only 4 per cent had a proved recurrent 
goiter. In the entire group of 2,900 patients, 31.7 per 
cent continued to have symptoms, 22.3 per cent had a 
physically demonstrable recurrent goiter, and 5.7 per 
cent had a second or third operation. 

The continued symptoms of which these patients 
complained were mostly of a functional nature. They 
were usually found in those women whose original 
operation had been for thyrotoxicosis, but in whom 
the histologic features of the gland failed to indicate 
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hyperactivity. These figures emphasize the necessity 
for scrupulous adherence to the established indications 
for thyroid surgery, especially during adolescence. 

One-third of 254 patients who were examined in 
1959 and 1960 with a tentative diagnosis of recurrent 
goiter were found to have symptoms which were 
primarily of a functional, “vegetative dystonic” 
nature. Most of these patients, as in the long-term 
study, had been operated upon for suspected hyper- 
thyroidism but hyperfunction of the gland was not 
evident in histopathologic examination of the excised 
thyroid tissue. 

In 69 of 105 patients with roentgenologically verified 
tracheal stenosis due to a goiter, the tracheal lumen 
had returned or nearly returned to its original dimen- 
sions within 3 postoperative years. Failure of the 
tracheal lumen to re-expand after operation was due to 
recurrence of the goiter in 14 patients and was not 
associated with recurrence in 22 patients. These latter 
patients, whose tracheal stenosis fails to improve, 
probably develop scar tissue in the tracheal wall from 
injury of the tunica adventitia tracheae. Each subse- 
quent operation carries a risk of increased scarring. 
Techniques of operation which minimize tracheal 
injury are discussed, as are means for avoiding injury 
to the laryngeal nerve. —Elmer V. Dahl. 


Parathyroid Surgery (De la chirurgie des parathy- 
roides). G. Mayor. Helvet. chir. acta, 1961, 28: 7. 


Mayor has analyzed his experiences with 36 cases of 
hyperparathyroidism. He classifies 3 clinical forms of 
the disease, osseous, renal, and gastrointestinal, which 
are sometimes present in combinations. His cases 
included: skeletal 9; renal 17; renal and skeletal 7; 
and gastrointestinal 3. The gastrointestinal form of 
hyperparathyroidism is the most rare and the most 
difficult to diagnose. Chemical composition of urinary 
calculi in 17 cases was calcium oxalate in 3; mixed 
oxalate and phosphate in 12; and calcium phosphate 
in 2. 

Mayor advises that hyperparathyroidism should be 
suspected when there is (1) bilateral nephrolithiasis, 
especially parenchymal; (2) intermittent passage of 
stones of mixed chemical composition; (3) local re- 
currence of calculus postoperatively; (4) in women, 
aggravation of peptic ulcer, colitis, or cholecystitis by 


high calcium intake; (5) rheumatic diathesis or 
pathologic fracture denoting the osseous form; and 
(6) hypertension and uremia as signs of the terminal 
stage. Primary hyperparathyroidism should be sus- 
pected whenever the individual eliminates in excess 
of 200 mgm. of calcium per day in the urine and 
renal acidosis and idiopathic hypercalciuria have 
been ruled out. 

Surgical intervention, he advised, should be re- 
served for that patient in whom the diagnosis is 
certain. Doubtful cases should be observed and re- 
checked at 3 month intervals. Precise operative tech- 
nique is prerequisite. The great majority of lesions 
are adenomas and are single, being located near the 
recurrent nerve and inferior thyroid artery in contact 
with the trachea in 27 of the author’s 36 cases. ‘Two 
patients had both an inferior left and a right adenoma 
and 1 had hyperplasia of both inferior glands. In 2 
patients the adenomas were located within the thy- 
roid gland, necessitating subtotal thyroidectomy. 
Distant locations, of which there were 3, included the 
aortic arch, the mediastinum 10 cm. below the thy- 
roid, and the paraesopharyngeal area, this latter in 
a case of postoperative recurrent goiter. 

There were two recurrences, one local, the other in 
a second gland. Postoperatively, tetany demands skill- 
ful treatment. The keystones of success of operation 
for hyperparathyroidism are precise diagnosis, judi- 
cious indications for operation, and correct operative 
technique. —Edwin F. Pulaski. 


Effect of Parathyroidectomy on the Incidence of 
Renal Calculi. Mary G. McGeown. Lancet, Lond., 
1961, 1: 586. 


HyYPERPARATHYROIDISM is a fairly common cause of 
renal calculi, the true prevalence of this condition 
among patients with urolithiasis probably being in 
excess of 22 per cent. The effect of parathyroidectomy 
on the formation of renal calculi was investigated by 
comparing the postoperative histories of hyperpara- 
thyroid patients with the forecasts made by two sta- 
tistical methods. Both methods show that stone forma- 
tion is significantly reduced after parathyroidectomy. 

It was concluded that all patients with renal calculi 
should be investigated for hyperparathyroidism. 

— Mary Frances Poe. 
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SURGERY OF THE NERVOUS SYSTEM 


CEREBRUM, CEREBELLUM, AND HYPOTHAL- 
AMUS 


Angiography in Vascular Diseases of the Brain (Das 
angiographische Bild bei Gefaesserkrankungen des 
Gehirns). F. PLeskor and F. Kiivka. Fortsch. Rént- 
genstrahl., 1961, 94: 95. 


On THE BASIS of experience with 642 carotid angio- 
grams and 179 vertebral angiograms, the authors dis- 
cuss the diagnostic value of these procedures in vas- 
cular diseases of the brain. They believe that irregu- 
larities of the vessel wall with narrowing of the lumen 
cause filling defects which are characteristic of vas- 
cular diseases such as endarteritis and periarteritis 
nodosa. Tortuosities of the vessels without filling de- 
fects are not pathognomonic of disease. They found 
that occlusions in the carotid artery systems can be 
readily visualized but that occlusions of the vertebral 
arteries can seldom be proved unequivocally. 

The authors consider an age of more than 75 years 
and systolic blood pressure over 250 mm. Hg definite 
contraindications for angiography. Untoward side 
effects due to cerebral edema were noted in 5 cases, 
followed by recovery in 4 cases and death in 1 case. 

—Olga M. Haring. 


Layering of the Contrast Medium in Intracranial 
Aneurysms During Angiography (Angiographische 
Schichtungseffekte in den sackfoermigen Aneurysmen 
P. Huser. Fortsch. Réntgenstrahl., 


THE AUTHOR has observed layering of the contrast 
medium in intracranial saccular aneurysms. Photo- 
graphs of these angiograms are presented. This effect 
was investigated by means of models. The author con- 
cludes that the layering is a result of the different 
specific weights of the blood and the contrast medium 
and does not correspond with streaming in the 
aneurysm. —Sanford Larson. 


Simultaneous Lateral and Anteroposterior Cerebral 
Angiograms (Ueber den Wert des Simultanverfahrens 
bei der zerebralen Angiographie). H. BRENNER and 
W. Zaunsauer. Fortsch. Réntgenstrahl., 1961, 94: 363. 


CEREBRAL ANGIOGRAMS are used with increasing fre- 
quency for neurologic and neurosurgical diagnosis. 
The usual procedure, in which anterior and lateral 
views are taken separately, demands two intra-arterial 
injections of contrast material. This necessitates leav- 
ing a needle in the artery for a considerable period of 
time, with consequent danger of displacement of the 
needle and bleeding. Further, most serious complica- 
tions of cerebral angiography have been reported to 
occur with the second or third injection of contrast 
medium. Experimentally, cerebral vascular permea- 
bility has been shown to be greatly increased by 
repeated injections of contrast medium. 

e authors’ technique, using two x-ray tubes and 
two film changers, accomplishes both the anterior 
and the lateral views with a single injection of 5 ml. of 


60 per cent urografin. The needle for the injection 
remains in the artery for only 10 seconds. The simul- 
taneous method has the distinct advantage of present- 
ing each vascular detail in both views at the same 
instant, making it unnecessary to interpret differences 
of injection technique or of filling phase or vascular 
reaction to a previous injection. 

Perhaps the reason why this technique has not be- 
come more widely used is the fear of loss of contrast in 
the roentgenogram due to scatter from two x-ray 
tubes. With proper equipment, including stationary 
grids and proper voltage (as low as possible) and 
amperage (as high as possible), it is possible to achieve 
simultaneous views in which the detail is as good as in 
conventional consecutive exposures. The authors have 
performed 1,500 cerebral angiograms by this method 
without complications. —Elmer V. Dahl. 


The Complications of Cerebral Angiography (Die 
zerebrale Angiographie und ihre Komplikationen). 
S. WenbE and A. Scuutze. Fortsch. Réntgenstrahl., 
1961, 94: 494. 


THE COMPLICATIONS encountered in 2,864 carotid and 
vertebral angiograms are discussed. An intramural 
hematoma of the carotid artery developed in 1 patient 
who died. Of the two permanent complications, the 
neurologic findings were more pronounced after 
angiography in 1 patient, and an aneurysm at the 
puncture site was found in the other. Transient com- 
plications were observed in 17 patients. 

From a review of the literature, the authors col- 
lected an additional 37,271 cases. In this group, the 
incidence of fatal complications was 0.16 per cent; of 
permanent disability 0.10 per cent; and of transient 
complications 1.30 per cent. 

It is concluded that properly performed cerebral 
angiography does not constitute a significant hazard. 

—Sanford Larson. 


A Large Saccular Aneurysm of the Vertebrobasilar 
System (Volumineux anévrysme sacciforme du sys- 
téme vertébro-basilaire). R. Dympj1an and P. Dro- 
cuET. Sem. hép. Paris, 1960, 36: 2602. 


Aneurysms of the basilar-vertebral system represent 
15 to 20 per cent of all intracranial aneurysms. The 
diagnosis of aneurysms located in this part of the 
cerebral circulation is more often made fortuitously at 
operation or autopsy, unless there has been a sub- 
arachnoid hemorrhage. The large “tumorous” 
aneurysms are more often thrombosed, but the smaller 
ones make themselves known by subarachnoid hemor- 
rhage. The authors report a single case of a completely 
thrombosed aneurysm with a discussion of the clinical, 
angiographic, surgical, and autopsy findings. 
Parietal and occipital headaches as well as cervical 
pain are important symptoms, and vomiting is the 
result of vagal stimulation. Because the disease is 
extramedullary, there are unilateral long tract signs, 
generally intact sensation, and lower cranial nerve 
palsies, as well as cerebellar signs. Early in the course 


of the disease, the findings are strikingly similar to 
those of a tumor of the cerebellopontine angle. The 
air study merely confirms the impression of a space- 
taking lesion and, in the authors’ case, the vertebral 
angiogram did not delineate the true nature of the 
lesion. At operation, a small incision was made into 
what appeared to be the capsule of the “‘ tumor,” and 
because of the large size and precarious anatomic 
location, a removal was not attempted. At autopsy 
examination, the contents of the lesion were identified 
as thrombus, but the exact vessel from which the 
aneurysm originated could not be determined. The 
authors warn that when a vertebral-basilar aneurysm 
is completely thrombosed, and there have been no 
signs of subarachnoid hemorrhage, the clinical exami- 
nation and vertebral angiogram will point to the 
diagnosis of a cystic tumor of the posterior fossa, 
although a thrombosed aneurysm must be considered. 
—Richard A, Davis. 


Analysis of Occlusive Disease of the Carotid Artery 
and the Stroke Syndrome. E. S. Gurpjian, W. G. 
Harpy, D. W. Linpner, and L. M. Tuomas. 7. Am. 
M. Ass., 1961, 176: 194. 


THE AUTHORS review the rationale related to carotid 
endarterectomy, emphasizing the prevention of for- 
ward embolization, the lessening of ischemic crises 
associated with transient hypotension, and the pro- 
viding of a stimulus to collateral flow if sudden carotid 
disease can be modified to slower occlusion after 
endarterectomy. The importance of collateral circu- 
lation is again emphasized. In 19 of 143 cases of com- 
plete occlusion there were no neurologic signs or 
symptoms. 

Once infarction occurs, improvement is due solely 
to effective collateral supply and not to carotid sur- 
gery. In 38 patients undergoing operation for com- 
plete occlusion, associated cervical sympathectomy 
added nothing to the surgical result. One hundred 
and fifty-seven patients with stenotic lesions at the 
bifurcation showed multiple vessel involvement so 
that only 21 per cent of this group were operable, 
resulting in a figure of 5 per cent operable for the 
entire series. A plea is made for complete carotid 
angiography by the percutaneous route and retro- 
grade brachial examination of the vertebral arteries. 
The natural history of patients with complete occlu- 
sion varies with age, the 5 year mortality of the whole 
group being 41.8 per cent. —JFoseph Ransohoff. 


Fibrinolysin Determinations in the Differential Diag- 
nosis of Brain Tumors (Der Ausfall der fermentativen 
Fibrinabbaureaktion nach Nitsche bei Hirntum- 
ortraegern und ihre differentialdiagnostische Ver- 
wertbarkeit). S. Krumpyouz. Zbl. Chir., Leipzig, 1961. 
86: 129. 


WE DESIGNATE tumors as malignant by their destruc- 
tive growth, capacity to metastasize, tendency to re- 
cur, cellular atypia, and resultant “‘ tumor cachexia.” 
Brain tumors, however, seldom metastasize and do 
not produce cachexia. They are malignant not so 
much because of their histologic changes, but because 
of their location within the unyielding cranium, where 
growth of a tumor soon increases intracranial pres- 
sure. There may be fundamental metabolic differ- 
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ences between carcinomas of the rest of the body and 
brain tumors; investigators report increased red cell 
fragility in carcinomas elsewhere, normal fragility in 
patients with brain tumors. Others have reported 
regular differences in paper chromatography, sedi- 
mentation rates, electrolyte concentrations, lipid ley- 
els, pH, Bence Jones proteins, and bile acid levels. 

The author sought a test which might differentiate 
in cases of intracranial space-occupying lesions be- 
tween primary brain tumors and cerebral metastases. 
He turned to the fibrinolytic reaction described by 
Nitsche. This test depends on the demonstrable pres- 
ence of certain peptone products of tumor protein in 
the urine of patients with cancers metastatic to the 
brain. These ferments convert fibrin to amino acids 
in vitro in the presence of lactic acid and calcium ions, 
the “Nitsche reaction.” The fibrin used is prepared 
from hog blood. 

Buechner, Gabsch, Treusch, and others have re- 
ported favorably on the Nitsche reaction in the diag- 
nosis of visceral cancer; however, there have been no 
reports on brain tumor. The author performed the 
test on 52 patients with primary brain tumors seen 
on the neurosurgical service at the Karl Marx Uni- 
versity Hospital in Leipzig, Germany. In 49 the result 
of the test was negative; in 2 there were “blocking 
proteins” invalidating the test; and in 1, a pinealoma, 
the result was positive. Admittedly this was not a con- 
trolled series, but the author wishes to submit it for 
comparison with other studies which show a prepon- 
derance of positive Nitsche reactions in visceral can- 
cer with cerebral metastases. He believes this test 
may be useful in neurosurgical practice in the differ- 
ential diagnosis of true brain tumors from carcinoma- 
tous cerebral metastases. — William B. Gallagher. 


A New Sign in the Pneumoencephalographic Study 
of Cerebellopontine Angle Tumors (Un nouveau 
signe accessoire de valeur dans l’étude pneumo- 
encéphalographique des tumeurs de l’angle). C. Gros, 

. Vianovitcu, and A. RoiLcEen. WNeurochirurgia, 
Stuttg., 1960, 3: 177. 


THE PONTINE CISTERN frequently appears enlarged in 
a pneumoencephalogram of patients with cerebello- 
pontine angle tumors. This finding is in contrast to 
the effacement of the pontine cistern seen in tumors 
located more caudally in the posterior fossa. 

The authors believe that the enlargement of the 
pontine cistern suggests a laterally placed extra- 
medullary lesion, in that this sign is most useful when 
the physical findings are not sufficient for localization. 

—Sanford Larson. 


Alterations in the Area of the Anterior Clinoid 
Processes Due to Expansively Growing Tumors 
(Veraenderungen im Bereich der Processus clinoidei 
anteriores durch expansiv wachsende Tumoren in 
ihrer Umgebung). A. TANzER. Fortsch. Réntgenstrall., 
1961, 94: 85. 


EXPANSIVELY GROWING TuMoRs of the spheno-orbital 
transition area cause erosion and displacements of the 
anterior clinoid processes. The type of erosion and the 
direction of displacement frequently allow one to 
determine the position and extent of the tumor. The 
author believes that lateral displacement of the an- 
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terior clinoid processes of more than 30 mm. is always 
significant. 

Structures in this area include the pituitary gland, 
the stalk of the pituitary, the second, third, fourth, 
fifth, and sixth nerves including the ganglion of Gas- 
ser, the internal carotid artery, the sinus cavernosus, 
the sphenoid and ethmoid sinuses, and the orbital 
structures. 

The diagnostic possibilities are illustrated by several 
examples. Frontal and lateral tomograms, selective 
angiograms, and ventriculograms contribute to the 
precision of diagnosis. —Olga M. Haring. 


The Prognosis of Medulloblastoma in Children. 
RicHarp A. SmirH, IsaporE Lamps, and Epcar A. 
Kaun. 7. Neurosurg., 1961, 18: 91. 


THE AUTHORS REVIEW 61 cases of medulloblastomas in 
children less than 15 years of age and find a clearly 
more hopeful prognosis in some of these cases than is 
usually anticipated. The good results are in patients 
treated by a combination of operation and irradiation 
and were correlated with the absence of spinal 
metastases. While some authorities would classify these 
cases into special groups, e.g., alveolar sarcomas on 
the basis of Perdrau stain for reticulin, the distinction 
is difficult. Results are better with a newer method of 
more protracted fractional irradiation of the entire 
ventricular system, including the primary site, and 
smaller doses to the spinal axis. 

Some long surviving patients have had seizures or 
are mentally deficient. Of 38 patients treated 5 years or 
more ago there is a 28 per cent 5 year survival and 13 
per cent are essentially well. By the newer radiation 
method, in a smaller number of patients there is a 
62 per cent 5 year survival and 2 of 8 are essentially 
well. —Raymond N. Kjellberg. 


Acute Subdural Hematoma. Rosert L. McLaurin and 
Forrest T. Tutor. 7. Neurosurg., 1961, 18: 61. 


SuBDURAL HEMATOMAS requiring surgical evacuation 
within the first 3 days after injury form the basis of 
this clinical review of 90 cases. With an over-all 
mortality of 64 per cent it is particularly pertinent 
that those patients with a lucid interval had a mor- 
tality of only 6 per cent. On the other hand, those 
requiring operation within the initial 12 hours had a 
mortality rate of 77 per cent. Although pupillary signs 
appeared to be of limited lateralizing value, they did 
provide a guide to the outcome. Those having no 
pupillary signs had a 55 per cent survival and those 
with bilateral dilated and fixed pupils had a 94 per 
cent mortality. Motor signs proved to be of little help 
in diagnosis or prognosis, in part because many of these 
patients were flaccid and unresponsive to stimulation. 

Other features of limited or no influence on manage- 
ment or outcome included the size and distribution 
of the hematoma, lumbar puncture results, roentgeno- 
grams, i.e., fracture or pineal shift, age, and changes 
in vital signs, 

Decision for operation was guided largely by the 
state of consciousness and pupillary abnormalities. 
The authors emphasize that the outcome of these cases 
ls more likely related to associated brain injury, 
laceration, and contusion than to the acute subdural 


collection per se. —Raymond N. Kjellberg. 
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The Diagnosis of Cerebellar Hemangioblastomas (Di- 
agnostic des angio-réticulomes du cervelet). R. Dymnp- 
yian and A. Pansint. Sem. hép. Paris, 1960, 36: 2596. 

APPROXIMATELY 7 to 8 per cent of the space-taking 
lesions of the posterior fossa are vascular tumors. 
Roussy and Oberling have pointed out that the vascu- 
lar tumors develop from the reticuloendothelial 
system, and that the tumor element predominates in 
the hemangioblastoma, angioblastoma, or angiore- 
ticuloma, these terms often being used synonymously. 
On the contrary, angiomas are vascular malforma- 
tions. The vascular neoplasms may be cystic or solid. 
The hemangioblastomas may occur as isolated tumors 
of the cerebellum or be associated with other mal- 
formations; in its complete form, von Hippel-Lindau’s 
disease consists of retinal and cerebellar vascular 
lesions as well as visceral lesions in the kidneys, 
pancreas, or lung. 

Twelve cases of cerebellar hemangioblastoma with 
polycythemia are reported, and a detailed case history 
of von Hippel-Lindau’s disease (hemangioblastoma, 
abnormal retinas, and polycystic kidneys) is pre- 
sented. The incidence of polycythemia with heman- 
gioblastomas is 20 per cent, and the authors discuss 
the most plausible causes of this interesting facet of the 
disease. According to the authors, the diagnosis of 
cerebellar hemangioblastoma not associated with 
other malformations can be difficult; the ventriculo- 
gram localizes the lesion but does not provide informa- 
tion as to its histologic character. The venous phases 
of the vertebral angiogram, however, differentiate the 
solid from the cystic types of hemangioblastoma. The 
clinical, hematologic, and angiographic aspects of the 
disease point clearly to the exact diagnosis, and the 
vertebral arteriogram serves as a valuable index for 
the surgeon as to the operability of the tumor. 

—Richard A. Davis. 


Plastic Repair of Defects in the Skull with Deep- 
Frozen, Homogenous, Cranial Bone (Schaedelplastik 
mit Kaeltekonservierten homoioplastischen Kalotten- 
transplantaten). R. Srrext. Bull. Soc. internat. chir., 
1960, 19: 670. 


Tue Bone is taken from cadavers within 3 hours of a 
fatal accident. Frontal bones, parietal bones, and the 
squamous part of the temple bones were used. Bones 
are preserved at a temperature of 21 degrees C. and 
used to repair defects in the cranium. This procedure 
was employed in 35 patients. Infections occurred in 3 
patients, and in 2 some resorption of the bone of the 
edges of the transplant was observed. 
—George I. Reiss. 


Observations on Selective Leukotomy. WALPOLE 
me J. Neur. Neurosurg. Psychiat., Lond., 1961, 24: 


THE DEVELOPMENT AND RESULTS of standard prefrontal 
leukotomy are reviewed. The advantages of a more 
limited procedure are considered and are illustrated 
by a review of 115 cases from the Radcliffe Infirmary, 
Oxford, England. The two operations employed in 
these patients were orbital leukotomy and anterior 
cingulectomy. 

The author concludes that the limited procedures 
produce results as good as those with standard 
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leukotomy but without the serious side effects. Cin- 
gulectomy is regarded as the treatment of choice for 
aggression and for obsessional disorder. Anxiety states 
and depression are treated in this clinic by orbital 
leukotomy. 

The personality changes which follow these pro- 
cedures, although definite, are mild. The gains in 
properly selected cases outweigh the losses. 

—Sanford Larson. 


Brain Abscess in Congenital Heart Disease. DonaLp 
D. Matson and Maria Sara. Pediatrics, 1961, 
tie. 


THE AUTHORS report 13 cases of brain abscess in 
patients with cyanotic congenital heart disease in a 
13 year period. In any patient with congenital cardio- 
vascular disease, particularly if he is cyanotic, the 
development of focal neurologic abnormalities or 
evidence of increased intracranial pressure must be 
considered as indicative of the possible presence of a 
brain abscess until proved otherwise. 

The anatomic lesion which permits cerebral abscess 
formation in congenital heart disease is a right-to-left 
shunt which allows blood to circulate in the arterial 
system without passing through the lungs. In children 
of less than 2 years of age cerebral infarction due to 
thrombosis is much more common as a cause of 
neurologic complication than is abscess. The onset of 
symptoms and signs was much more gradual and ill- 
defined in patients with abscess than in those with 
cerebral thrombosis. 

The paucity of symptoms and signs indicative of 
infection is one of the features of this disease which 
bears continued emphasis. Results of examination of 
the blood and cerebrospinal fluid are usually nega- 
tive, although the cerebrospinal fluid may show an 
increase in pressure and may frequently show mild 
increase in protein content or leukocyte count. Elec- 
troencephalography has consistently shown focal ab- 
normality in the form of high voltage slowing over the 
abscess area. Contrast studies are used only when 
clinical manifestations do not permit localization of 
the abscess. 

Treatment consists of repeated aspiration supported 
by intensive antibiotic therapy in deep-seated and 
poorly encapsulated lesions and aspiration followed 
by total excision in superficial and well-encapsulated 
abscesses. To prevent abscesses from forming and to 
provide for the optimum treatment it is necessary to 
correct the right-to-left cardiac anomaly as soon as 
possible. — Morris Sanders. 


Operative Findings in Basilar Impression and Asso- 
ciated Malformations of the Atlanto-Occipital 
Region (Operationsbefunde am Zentralnervensystem 
bei basilaren Impressionen und verwandten Missbil- 
dungen der atlanto-occipitalen Region). W. DrigsEN. 
Acta neurochir., Wien, 1960, 9: 9. 


THE ANATOMIC and roentgenographic characteristics 
of basilar impression are described together with other 
associated skeletal abnormalities. The clinical picture 
and differential diagnosis are discussed. The opera- 
tive findings are described and illustrated in detail 
and are correlated with the clinical observations, with 
particular emphasis on the part played by arachnoid- 


itis, caudal displacement of the cerebellar tonsils, and 
displacement of the medulla and upper cervical cord, 
Twenty-five patients were operated upon by the 
author. Of these, 2 died, and 21 were available for 
follow-up. The results were reported as poor in 7 pa- 
tients, fair in 5, and good in 9. —Sanford Larson, 


Cranioencephalic Injuries Caused by Motor Scooters 
(Las motonetas como causa de traumatismo encefalo 
craneano). HecroR VALLADARES. Rev. med., Chile, 
1960, 88: 795. 


Motor SCOOTER RIDING has produced an important 
rise in mortality in traffic accidents. In the capital of 
Chile, motorcycles and scooters constitute 20 per cent 
of all circulating vehicles and participate in 21 per 
cent of the serious traffic accidents, being listed second 
only to car accidents. 

Between the years 1959 and 1960 there were 610 
cranioencephalic injuries, motor scooters accounting 
for 89, 14.7 per cent, of these accidents and for 19 
per cent of general mortality. A substantial number 
of deaths occurred in individuals under the age of 21. 
More drivers than pedestrians were victims. 

These European designed scooters offer no protec- 
tion for the rider, and safety measures such as en- 
forced use of a helmet should be taken by the legal 
authority in order to minimize the risk of these 
vehicles. — Jaime Bércena. 


Urea in the Management of Head Injuries. E. S. 
Watkins, J. D. Strusps, and WALPOLE Lancet, 
Lond., 1961, 1: 358. 


Tue AUTHORS describe their experience with the use of 
hypertonic 30 per cent urea in 10 per cent invert 
sugar in 30 patients with head injuries. They find it 
reduces brain bulk at operation and aids in the re- 
moval of extracerebral clot; it favorably influences 
generalized cerebral edema in young people and in the 
postoperative state. It is effective in patients with 
bitemporal contusions and conditions in which edema 
rather than contusion or laceration predominates. 
They warn against interstitial injection of the agent 
or its use before thorough search for intracranial clot. 
They have found circumstances in which it disposes 
toward circulatory collapse and dehydration. 

This clinical report describes carefully and thought- 
fully the early experiences of the authors with this 
agent. —Raymond N. Kjellberg. 


Septicemia Due to Colonization of Spitz-Holter 
alves by R. P. Catracuan, S. J. 
Couen, and G. T. Stewart. Brit. M. 7., 1961, 1: 860. 


THE AUTHORS REPORT 5 patients with hydrocephalus 
who had been successfully treated using a Spitz-Holter 
valve. Septicemia developed secondary to infection in 
the valve. In 3 cases the organism was Staphylococcus 
albus and in 2 Staphylococcus aureus. The infections 
did not respond to long term systemic treatment with 
several antibiotics including methicillin. When intra- 
ventricular use of methicillin was combined with 
systemic administration the septicemia subsided, but 
the infection recurred when the drug was discon- 
tinued. 

The authors used 3 mgm. of methicillin per day for 
50 days with no rise in the cerebrospinal fluid cell 
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count or protein. The Staphylococcus albus organism 
gradually acquired resistance, but the 2 patients with 
Staphylococcus aureus showed no change in their 


sensitivity to the drug. — Robert G. Ojemann. 

Hypophysial-Stalk Section in the Treatment of Ad- 
vancing Diabetic Retinopathy. Ricuarp A. Fre.p, 
A, Hatt, Joet S. Contreras, and WILLIAM 
H. Sweet. NV. England J. M., 1961, 264: 689. 


THE AUTHORS REPORT the cases of 3 patients with 
severe diabetic retinopathy who were treated by 
hypophysial-stalk section with arrest in the progress 
of the retinopathy 8 to 11 months after operation. 
The article is highlighted by excellent color reproduc- 
tions of the retinal drawings of each patient, docu- 
menting in detail the changes in the retina after oper- 
ation. The most striking finding was a complete cessa- 
tion of hemorrhagic disease. There was a inarked 
regression in the neovascularization. Arteriolar mac- 
roaneurysms remained but were smaller than before 
treatment, one of the many interesting changes was 
the clearing of the turbid vitreous, beginning a few 
days after operation and completed within a few weeks. 

Strict criteria were used in selecting the patients 
for treatment. A progressive retinopathy with threat- 
ened loss of vision and with an absence of long- 
standing irreversible changes had to be documented. 
Each patient must have failed to respond to a program 
of strict medical management. Significant renal im- 
pairment due to diabetic nephropathy or incapacitat- 
ing cardiac, peripheral vascular, or neurologic disease 
were contraindications for operation. 

Detailed reports of each case are given and the 
important findings are summarized in tables for easy 
comparison. In the early postoperative period all pa- 
tients showed a decline in anterior pituitary function 
and diabetes insipidus developed. Increased sensitivity 
to insulin developed within days after the operation 
and it has persisted. No significant improvement has 
been noted in renal function but there has been no 
worsening. One repeat renal biopsy 5 months after 
operation suggested improvement. 

The pathophysiologic mechanisms for the observa- 
tions made are reviewed. The authors discuss the pos- 
sibility that somatotropin or some other humoral 
factor of pituitary origin has been removed or altered. 
All patients have had adrenal hormone replacement, 
but thyroid and testosterone have been given only 
when the patient’s symptoms necessitated their use. 

— Robert G. Ojemann. 


Value of Radiation ee in the Management of 
Intracranial Metastases. FLoreNceE C. H. and 
Basic B. Hiwaris. Cancer, 1961, 14: 577. 


Two HUNDRED AND EIGHTEEN PATIENTS with intra- 
cranial metastases from various primary lesions have 
been treated with radiation therapy at the Memorial 
Hospital in New York, New York. 

The peak number of patients were in the fifth and 
sixth decades. Eighty-five of the patients had car- 
cinoma of the breast and seventy-four patients had 
bronchogenic carcinoma. 

_ Approximately two-thirds of the patients with 
intracranial metastases have multiple lesions. There- 
fore the entire brain was irradiated by using 2 lateral 
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fields, averaging 14 by 20 cm. in size. Bolus was used. 
As a rule 250 kv. roentgen rays with a half value 
layer of 2.0 mm. of copper was used. The target to 
skin distance was either 50 or 70 cm. A lead strip 
shielded from below the supraorbital ridge to the 
external auditory meatus. Some patients received 
hormonal or chemotherapeutic agents for the control 
of systemic disease. 

Treatment was started cautiously, with small daily 
doses in the order of 50 rads that were gradually 
increased to a dose of 300 rads per day. In most 
cases, the planned dose was in the range of 3,000 
rads delivered in a period of 3 weeks. 

Brain irradiation has few complications. Hair loss 
is not a serious problem. Damage to the eyes may 
occur in about 40 per cent of the cases. 

One hundred and fifty-eight patients completed 
the prescribed course of treatment. Of this group 
123 showed favorable response to irradiation, in that 
their presenting symptoms and signs were amelio- 
rated. These had an average remission of 4.7 months, 
the longest being 27 months, and survived 6.6 months 
on the average. Seventeen patients received a second 
course of radiation to the brain because of recurrence 
of symptoms. Twelve of these had a favorable response 
with an average remission of 4.6 months, and a 
survival of 8.1 months. The 35 patients considered 
failures were those in whom palliation lasted less 
than 1 month; these had an average survival of 2.3 
months. Three patients received 3 courses of radia- 
tion therapy to the head. One of these had a favorable 
response for 4 months. —Frank L. Hussey. 


CRANIAL NERVES 

Trigeminal Neuralgia (Trigeminusneuralgie). Heinz 
BurMEIsTER. Langenbecks Arch. klin. Chir., 1960, 295: 
175. 


THE PATHOGENESIS of trigeminal neuralgia, with its 
intermittent stabbing pains over part or all of the 
trigeminal sensory distribution, remains obscure. All 
that can be said now is that the trigeminus for un- 
known reasons has a markedly increased irritability 
and responds in exaggerated manner to ordinary 
stimuli. 

The author reviews the cases of 607 patients treated 
at the Charité in Berlin, Germany over a 30 year 
period. Most were treated by the Spiller-Frazier 
retrogasserian partial rootlet section, or rhizotomy, 
either partial or total, the operation performed 
through a temporal, extradural approach. Many pa- 
tients had previously had alcohol injections into the 
gasserian ganglion or into peripheral branches. 

Sensory disturbances develop in some rhizotomy 
patients in the form of paresthesias, even the painful 
and persistent anesthesia dolorosa. Another untoward 
side effect is neuroparalytic keratitis. These considera- 
tions induced the trial of other operations, such as 
decompression of the trigeminal root, gangliolysis and 
compression of the root, tractotomy, and alcohol in- 
jections or electrocoagulation. 

The author compares his results after rhizotomy 
with published results of these “sensibility preserving” 
operations. Although the rhizotomies do carry a high 
incidence of sensory disturbance, 25 to 50 per cent, 
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most of these were not oppressive or lasting, especially 
if the rhizotomy was partial. The rhizotomies were 
twice as effective in preventing recurrences. Some pa- 
tients who had recurrences of pain following a “sensi- 
bility preserving” operation such as decompression, 
gangliolysis and compression, or tractotomy, later 
needed rhizotomies, which were successful. The mor- 
tality in this series was 3 per cent, with troublesome 
paresthesias in 5 per cent, anesthesia dolorosa in 1 per 
cent, and neuroparalytic keratitis in 3 per cent but 
with no permanent corneal injuries. The recurrence 
rate was 14 per cent. 

Lasting pain relief comes from anatomic interrup- 
tion of the conduction pathway; total rhizotomy, then, 
is the most sure procedure. However, total interrup- 
tion carries a higher incidence of vexing paresthesias 
and keratitis. The author concludes that the Spiller- 
Frazier partial rootlet section, or rhizotomy, is at 
present the best operation for trigeminal neuralgia. 

— William B. Gallagher. 


A Surgical Approach to the Tympanic Portion of the 
Facial Nerve. LestizE BERNSTEIN. Ann. Otol. Rhinol., 
1961, 70: 194. 


DESPITE RECENT TECHNICAL developments permitting 
decompression of the facial nerve as a standard pro- 
cedure when indicated, the approach to the tympanic 
portion of the nerve has hitherto been almost impossi- 
ble without sacrifice of the .ncus. The author describes 
an approach to this portion of the nerve and the genic- 
ulate ganglion which leaves the incus undisturbed. 

Through a posterior incision the antrum is exposed 
and all cells are removed. The bend of the fallopian 
canal is then opened below the posterior aspect of the 
horizontal semicircular canal. The short process of the 
incus is exposed and the apex of the incudal fossa 
opened; the tympanic portion of the facial canal is 
then followed up to the geniculate ganglion. 

Indications for decompression of the vertical and 
horizontal portions of the nerve may include Bell’s 
palsy, herpes zoster, and selected cases of temporal 
bone fracture in which the ossicular chain has not 
been disrupted. The author describes a number of 
tests used to localize the point of damage in a facial 
nerve lesion; these tests include lacrimation, saliva- 
tion, and gustation measures, audiometry, and roent- 
genography. 

The author believes that in Bell’s palsy, even when 
preoperative examination precludes involvement of 
the greater superficial petrosal nerve, if, after exposing 
the vertical segment, no obvious lesion is detected, the 
nerve should be decompressed up to the geniculate 
ganglion. In herpes zoster oticus and in longitudinal 
fractures of the petrous bone with facial paralysis, 
only the tympanic portion and the geniculate gan- 
glion need be exposed. — John R. Lindsay. 


Use of Nerve Grafts for Repair of Defects in the Facial 
Nerve. OLiver H. Beaurs, Epwarp S. Jupp, and 
GrorcE F, Woopincton. Ann. Surg., 1961, 153: 433. 


NERVE Grafts have been inserted to bridge a gap in 
the facial nerve resulting from radical operation on 
the parotid gland in 16 cases and from radical mas- 
toidectomy in 1 case. A segment of the greater auricu- 
lar nerve was most often used, and it was placed in 
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the defect by suturing at the time of the primary op. 
eration. In 12 cases, 70 per cent, there has been satis. 
factory to good return of function of facial muscles 
thus far in the follow-up period. 


SPINAL CORD 


Discographic Contributions to the Study of the Patho- 
physiology of the Intervertebral Disc (Contributo 
allo studio della fisiopatologia del disco intervertebrale 
attraverso le immagini discografiche). U. Det Torro, 
Ortop. traumat. app. motore, 1961, 29: 3. 


THE PATHOLOGIC ANATOMY of the intervertebral disc 
is discussed. The various radiologic methods which 
may be used for diagnosis are reviewed. The author 
recommends discography with a lateral approach. He 
has carried out this procedure in 193 patients. Two 
patients had transient tachycardia, but no other com- 
plications were encountered. There are many illustra- 
tions of films taken in flexion and extension, in both 
normal and abnormal cases. —Sanford Larson. 


Thoracic Intervertebral Disk Protrusions, D. Tovi and 
R. R. Strano. Acta chir. scand., 1961, Suppl. 267. 


THE SIGNS, symptoms, and physical and roentgeno- 
graphic findings in 14 patients with thoracic disc 
protrusions are carefully analyzed. The literature is 
reviewed. The symptoms and findings varied con- 
siderably, and a well defined syndrome could not be 
derived from them. The authors advocate laminec- 
tomy as the treatment of choice. Patients with rela- 
tively mild neurologic disability appeared to have the 
most favorable results. Of the 7 patients whose condi- 
tion was worse after operation, all had marked weak- 
ness and sensory disturbance prior to the operation. 
—Sanford Larson. 


Herniated Nucleus ie x and the Constitutional 
Type of the Spinal Column (Bandscheibenprolaps 
und Konstitutionstyp der Wirbelsaeule). H. 
MEIER. Fortsch. Rontgenstrahl., 1961, 94: 479. 


THE LUMBOSACRAL SPINE is divided into 3 types: 
normal, caudal, and cranial. In the normal type, the 
lumbosacral junction is at the level of the brim of the 
pelvis in the lateral projection. In the caudal type, 
the lumbosacral junction is above this level; and in 
the cranial type it is below. 

The author has correlated the type of lumbosacral 
spine, as determined roentgenographically, with the 
surgical findings. Nearly 90 per cent of the herniations 
at the level of the fourth and fifth lumbar vertebrae 
were in the normal or cranial types, whereas 90 per 
cent of those at the fifth lumbar to the first sacral level 
were in the caudal types. The author recommends 
this method as an aid in the diagnosis of the level of 
the herniated nucleus pulposus. —Sanford Larson. 


Protein Changes in the Cerebrospinal Fluid of Pa- 
tients with Herniated Nucleus Pulposus (Eiweiss- 
veraenderungen im Liquor bei Nucleus pulposus- 
Hernien). A. Brontax. Med. Welt, 1961, p. 902. 


THE AUTHOR has studied the cerebrospinal fluid pro- 
teins in 143 patients with herniated nucleus pulposus. 
The literature is reviewed. In addition to the total 
protein, the albumin and globulin levels were meas- 
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ured and the colloidal gold curves determined. Of the 

143 patients, the total protein was elevated in 110. 

The Pandy test was positive in 111 instances. 
—Sanford Larson. 


Chronic Rheumatoid Polyarthritis and Spondyl- 
arthritis Associated with Neurological Symptoms 
and Signs Occasionally Simulating an Intraspinal 
Expansive Tormop Hauce. Acta chir. scand., 
1961, 120: 395. 


THE AUTHOR reports 3 cases in which chronic rheuma- 
toid polyarthritis or spondylarthritis was associated 
with neurologic symptoms or signs pointing to an 
intraspinal lesion. In the first case, a patient with 
chronic rheumatoid polyarthritis had spinal cord 
compression at the level of the third thoracic vertebra. 
Intradural exploration at the time of operation re- 
vealed that, surrounding the cord, there was a 
grayish abnormal tissue. On pathologic examination, 
chronic inflammatory changes were seen with nodules 
of epitheloid and giant cells. In the other 2 patients, 
who had spondylarthritis, the roots of the cauda 
equina were completely enmeshed in abnormal tissue. 
Histologic evaluation revealed fibrous connective 
tissue with chronic inflammation and traces of 
hemorrhage. No follow-up reports are included. 
— Robert G. Ojemann. 


Spinal Cord Tumors in Infants (Les tumeurs de la 
moelle chez l’enfant), M. R. Kiem. Acta neurochir., 
Wien., 1960, 9: 69. 


THE AUTHOR has operated upon 40 children with 
spinal cord tumors. The clinical pictures of the various 
tumor types are given, as are the roentgenologic find- 
ings. Numerous reproductions of roentgenograms are 
presented. The rapidity of progression of the neuro- 
logic findings is emphasized. 

The results of operation for benign as well as malig- 
nant tumors were disappointing. The author attrib- 
utes this to the delicacy of the nervous tissue of chil- 
dren. —Sanford Larson. 


Treatment of Fractures and Dislocations of the 
Cervical Spine Complicated by Cervical Cord and 
Root Injuries. Donatp Munro. WN. England 7. M., 
1961, 264; 573. 


THE AUTHOR stresses the fact that any discussion of 
spinal cord injury should be based on two fundamen- 
tal concepts. These are that spinal column injuries 
with spinal cord involvement are different from spinal 
column injuries without spinal cord involvement, and 
that all significant spinal cord injuries are accom- 
panied by spinal shock and its effects. He shows in his 
review of articles written by other investigators on the 
treatment of spinal cord injuries that they have failed 
to show the difference between these two distinct in- 
juries. Further comparative study of the two groups of 
cervical spine fracture dislocations with or without 
cord or root complications shows that treatment by 
internal fixation and operative fusion of the bones has 
a greater mortality, causes more undesirable symp- 
toms, and is less effective than treatment by skeletal 
traction without either internal fixation or fusion. 
The return of stability to the cervical spine occurs 
by permitting the torn cervical ligaments to heal. This 
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healing is best accomplished by release of the associ- 
ated paravertebral muscle spasm, reduction of dislo- 
cations of the vertebral column, removal of any com- 
pression of the cord either surgically or by traction, 
and immobilization by skeletal traction. 

It did appear that internal fixation and fusion of the 
bony injury is nearly three times as effective as non- 
fusion therapy as a means of relieving residual pain 
present after cervical spinal cord and root injuries. 
However, this was usually carried out as a late 
therapeutic procedure and was never an emergency 
or an early treatment. 

Internal fixation by wiring is not helpful. It is 
neither as effective nor as reliable as skeletal traction; 
it introduces a foreign body and, if effective, impairs 
the motion and alters for the worse the mechanics of 
the cervical spine. 

The use of plaster of paris for any purpose in the 
care of cervical fracture dislocations complicated by 
a cord injury is contraindicated. Its use in the non- 
complicated case is not necessary but is probably 
harmless. 

The author believes that “whiplash” injuries of the 
neck under no circumstance should ever be con- 
sidered for any operative procedure. He rarely uses 
the term and then only to imply cervical muscular 
spasm—often with neurosis. — Morris Sanders. 


The Surgical Treatment of Lumbar Root Compression 
(Das lumbale Wurzelkompressionssyndrom und seine 
chirurgische Behandlung). GERHARD BAUCHHENSS. 
Xschr. Orthop., 1961, 94: 206. 


THE inpicaTions for surgical treatment of lumbar 
root compression are reviewed. Of 385 cases analyzed, 
29.3 per cent were fully recovered, 65.4 per cent were 
benefited, and 5.3 per cent were failures. 

If the patient requires reoperation because of re- 
current symptoms and the root appears scarred and 
deformed, the author recommends resection of the 
involved root. -—Sanford Larson. 


Experience with 262 Laminectomies (Erfahrungen mit 
262 Laminektomien). E. Ktar and R. Henn. Langen- 
becks Arch. klin. chir., 1961, 296: 614. 


THE AUTHORS have reviewed the case material of the 
Department of Surgery of the University of Heidel- 
berg, Germany, for the years of 1948 to 1958 and have 
tried to point out the important findings which can 
aid in the preoperative diagnosis of spinal space- 
occupying lesions. Eighteen different tumors were 
found, and meningioma and neurinoma were by far 
the most common—33 cases each. These were 
followed in frequency by : ircoma and carcinoma 
with a frequency of 5 per cer . and 4.2 per cent. None 
of the other tumors represented more than 2 per cent. 

The laboratory findings including spinal fluid 
changes and results of myelographic examination are 
discussed. There were 21 cases of inflammatory lesions 
which were either nonspecific, tuberculous, syphilitic, 
or described as arachnitis spinalis. Seventeen cases 
represented trauma to the spinal cord and in 58 cases 
the diagnosis of herniated nucleus pulposus was made. 
In the latter group, most of the lesions were found 
between the fourth and fifth lumbar and the fifth 
lumbar and the first sacral vertebrae, and two thirds 
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of them were lateral protrusions. The myelograms in 
91.2 per cent of the cases were considered diagnostic 
and examination of the liquor showed abnormal find- 
ings in 78 per cent. The operative result was best in 
the lateral protrusions, for 75 per cent of the patients 
were cured, whereas only 37 per cent were considered 
cured after operation for a medial herniation. 

There were 11 more small groups of space-occupy- 
ing lesions originating in the tissues surrounding the 
spinal cord, such as ligaments and bone. 

It is stressed in the discussion that the determina- 
tion of protein in the spinal fluid was of great im- 
portance. The highest protein values were found in 
patients with neurinoma, meningioma, and ependy- 
moma. The myelographic examination was very 
helpful and exact in determining the upper pole of 
the lesion. It is agreed, however, that the physical 
findings should get the first consideration in the diag- 

‘nosis of the level of the lesion. No complications 
occurred during or after myelography for which only 
2 c.c. of contrast medium were used. The operative 
mortality was 9.2 per cent which included all the 
deaths during the operation and before the discharge 
from the hospital. 

The article contains detailed information and many 
case reports which are valuable for the interested 
reader. —Eckhard Fischer. 


PERIPHERAL NERVES 


Microfilter Sheaths in Peripheral Nerve Surgery; 
A Laboratory Report and Preliminary Clinical 
Study. James B. C. ANDREW L. Bassett, 
Hussy, Carit-AxeEL Tuuin, and R. 


ERINGA. 7. Trauma, 1961, 1: 139. 


Tue auTHors have developed a tubulization tech- 
nique for the repair of divided peripheral nerves 
using millipore. Pores perpendicular to the surface 
constitute or compose 80 per cent of the volume of this 
substance. This factor permits diffusion of extracel- 
lular fluid through the membrane while keeping 
extraneural cells from the suture line, and providing 
guidance for regenerating connective tissue cells which 
will re-establish continuity of the nerve sheath. 

Experiments were performed on 200 cats, 9 dogs, 
and 9 goats. These experiments involved end-to-end 
suture, unreduced gaps without nerve graft, and gaps 
with nerve graft. 


With end-to-end suture, the regeneration was more 
orderly in millipore-shielded specimens, with regener- 
ating tissues parallel with the long axis of the tube. 
The anatomic results were also better when unreduced 
gaps with and without nerve grafts were repaired by 
this method. 

Encouraging results have been obtained when this 
method has been tried for nerve suture in human 
patients. Because of the good regeneration of un- 
reduced gaps with nerve graft in animals, this, too, 
was attempted in 3 patients with irreducible gaps in 
major peripheral nerves, but without success. Milli- 
pore tubes were found to be collapsed despite rein- 
forcement in 1 patient. The other 2 patients did not 
have a second operation. Various means of supporting 
the tube were tried in animals, the most satisfactory 
being nerve graft. Autogenous fresh frozen, freeze 
dried, or frozen irradiated homografts produced 
equally good patterns of regeneration. 

The authors conclude that full-thickness preserved 
homografts shielded with millipore deserve a trial in 
the repair of major nerves in man. 

—Sanford Larson. 


MENINGES 


Cystic Formations of the Coverings of the Spinal Cord 
(Zystische Bildungen der haeutigen Rueckenmark- 
shuellen). R. ScHoser. Fortsch. Réntgenstrahl., 1961, 
94: 116. 


In 247 MYELOGRAMS cystic formations of the coverings 
of the spinal cord were found in 21 cases. Of these, 
5 were in the cervical spine and 16 in the lumbosacral 
spine. 

In none of the 21 cases could neurologic symptoms 
be ascribed to the cysts. The author attributes diag- 
nostic significance to their presence if they occur in 
the lumbosacral spine. In this region they are fre- 
quently associated. with herniated vertebral discs 
located proximal to the pouch, 10 out of 16 in the 
author’s series. 

The basis for the formation of these cysts seems to 
be congenital abnormalities of the coverings of the 
spinal cord and of the nerve roots. Secondary root 
pouch arachnoiditis with hemorrhage or sequestration 
of the cysts represents a very rare complication, which 
may occasionally lead to cord compression. 

—Olga M. Haring. 
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SURGERY OF THE INTEGUMENT AND CONNECTIVE TISSUES 


SKIN AND SOFT TISSUES 


The Etiology of Dupuytren’s Disease. PaTRIcK CLARK- 
son. Guy’s Hosp. Rep., Lond., 1961, 110: 52. 


Or THE 4 personal cases presented by the author to 
substantiate his view that trauma often leads directly 
to a palmar contracture, all were males whose ages 
were 35, 49, 40 and 55 years. In all but 1, their con- 
tractures developed over a 10 year period. These 
facts are typical of a Dupuytren contracture, trauma 
or no. 

This rebirth of a controversial subject will perhaps 
continue the work and effort towards a more thorough 
understanding of this disease. — W. B. Stromberg, Fr. 


Diagnosis and Treatment of Malignant Surface Tu- 
mors. J. HAROLD Conn. Am. Surgeon, 1961, 27: 193. 


CANCER OF THE SKIN is often regarded with apathy 
while internal cancer is the cause of great concern to 
patients and doctors alike. Although surface tumors 
may be seen and treated early, the 5 year survival 
rate of resectable adenoacanthoma of the skin is almost 
identical to that of bronchogenic carcinoma. Over 
4,000 people per year in the United States die from 
skin carcinoma. Certain predisposing causes of skin 
cancers are known, and they include exposure to 
sun and wind, chronic irritation, and lack of skin 
pigment. Surface tumors should never be diagnosed 
by clinical characteristics alone. Large lesions may 
be partially excised for biopsy, with an area of normal 
adjacent skin included, but smaller lesions should 
be completely removed as an excisional biopsy. A 
common and grave error is to obtain an adequate 
peripheral margin and leave cancer in the base 
because the depth of invasion is not appreciated. 
Adequate treatment of surface malignant tumors 
should be limited to complete surgical excision, or 
to radiation of certain lesions. Fulguration of pre- 
malignant lesions such as leukoplakia or senile 
keratoses should be undertaken only after histologic 
confirmation. 

_ The various types of skin cancers are considered 
individually, and characteristics of each are discussed. 
Basal cell carcinoma occurs twice as frequently as 
the more malignant squamous cell type. These 
epitheliomas are the most frequent skin cancers and 
occur in a 2 to 1 male to female ratio, with greatest 
incidence after age 40. Adenoacanthomas are often 
regarded as sweat gland carcinomas, although some 
investigators now believe that they are squamous 
cell carcinomas of alveolar growth, which spread 
much more rapidly by direct extension than the 
usual squamous epitheliomas. Ultrawide and deep 
excision is required. Malignant melanoma, of contro- 
versial histologic origin, metastasizes more rapidly 
and frequently than any other neoplasm. Any junc- 
ional nevus, a known precursor of melanoma, is 
particularly suspect, and should be excised as should 
all nevi of the genitalia, palms, and soles. The various 
types of sarcoma are discussed, and all of these 
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lesions are shown in excellent photographs. The 
prognosis in treating malignant surface tumors 
depends on early recognition and adequate treat- 
ment. Since these lesions are visible in their earliest 
stages, they should all be completely curable, yet 
we are still far short of this goal. 

—Enmile L. Meine, jr. 


Sarcomata at the New York Hospital. Bjorn Tuor- 
BJARNARSON. Arch. Surg., 1961, 82: 489. 


Tuis stupy deals with the classification of nonepithe- 
lial malignant tumors and the evaluation of such tu- 
mors derived from patients studied at the New York 
Hospital-Cornell Medical Center in New York City 
during the 22 year period between 1932 and 1954. 
There were 173 nonepithelial tumors whose source of 
origin was either in the soft and connective tissues of 
the body or in the viscera. These tumors have been 
classified as to age and sex on the basis of morphologic 
character and, hence, probable histogenesis. In addi- 
tion, their course and prognosis were studied and 
correlated with their site of origin and the therapy to 
which they have been submitted. 

Fibrosarcomas were found to be most common, 
representing almost half of the total groups. Only 10 
of the tumors could not be fitted into any of the eight 
subgroups. The results of treatment were worst in the 
rhabdomyosarcomas and the unidentified tumors, but 
comparable in the others. There was only 1 case of a 
synovial sarcoma. 

Primary amputation does not seem indicated in 
treatment of tumors on the extremities, in particular 
not the fibrosarcomas. —Stephen A. Zieman. 


BREAST 


Thyroid Function in the Presence of Breast Cancer. 
T. S. Reeve, F. F. Runpte, I. B. Hates, J. Myuitt, 
and M. Croypon. Lancet, Lond., 1961, 1: 632. 


THYROID FUNCTION was determined in a group of 
patients having breast cancer. The stage of cancer 
varied from lesions localized in the breast to cases 
with widespread metastases. An accurate radioiodine 
uptake rate was used for determination of thyroid 
function. 

The results indicated no difference in thyroid func- 
tion between patients with local disease and those 
with blood-borne metastases from carcinoma of the 
breast. 

The significance of this study is that the results are 
in conflict with the report of Edelstyn in 1958 which 
suggested that patients with disseminated breast can- 
cer have a lower level of thyroid function than those 
with localized disease. —Lockert B. Mason. 


Cancer of the Breast in Women. SELMER RENNAES. 
Acta chir. scand., 1961, Suppl. 266. 


THis EXCELLENT MONOGRAPH is an analysis of patients 
with breast cancer admitted to The Norwegian Ra- 
dium Hospital in Oslo, Norway during the period 
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1932 to 1951. It is the result of 3 years of effort on 
the part of the author. 

The first chapter discusses the early Norwegian 
medical literature regarding the treatment of breast 
cancer which was in vogue at the turn of the present 
century. Surgical results are reported for this early 
period. 

There were 2,671 patients with primary breast 
cancer admitted to The Norwegian Radium Hospital 
during this period of study. The diagnosis was verified 
in 91.6 per cent of the cases. The author was in- 
terested in obtaining further information concerning 
the clinical character of breast cancer as well as the 
5 year survival rate for this geographic area. Factors 
of prognosis were carefully investigated as were the 
types of metastatic spread. The value of postoperative 
local roentgen therapy with radium molds was in- 
vestigated. The problem of prophylactic castration 
and hormone therapy since 1947 was correlated with 
survival. 

During the course of this 20 year study the oper- 
ability rate increased from 49.6 to 81.6 per cent. The 
treatment of choice for breast cancer in most cities of 
Norway is radical mastectomy combined with roent- 
gen therapy. 

The actuarial method has been employed for the 
statistical analysis of survival. The official Norwegian 
life tables for the years 1931 to 1932 and 1940 to 1941 
have been used. For the entire series, all stages of 
breast cancer included, the uncorrected 5 year sur- 
vival rate was 46.2 per cent and the corrected survival 
rate was 50.7 per cent. For operable stages I and II 
the uncorrected survival rate was 59.2 per cent, the 
corrected survival rates were 59.2 per cent and 
63.6 per cent, respectively. 

Clinical factors such as tumor size, tumor site, 
delay in treatment, and age of patient were correlated 
with prognosis and survival. The problem of preg- 
nancy and breast cancer was discussed as was the 
matter of metastatic spread. 

Comparative results of radium mold therapy versus 
postoperative local roentgen therapy were evaluated 
and found to be quite similar. Patients less than 50 
years of age receiving prophylactic irradiation of the 
ovaries for the purpose of castration in stage II disease 
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were compared with similar control patients not 
receiving castration therapy. The survival of patients 
receiving prophylactic castration was enhanced, but 
the results were not statistically significant. The author 
found that survival was also enhanced in patients with 
skeletal metastases who received androgenic hormone 
therapy. 

This monograph is an exceedingly worthwhile ad- 
dition to the world-wide literature on the subject of 
breast cancer. — Edward F. Lewison, 


Transsternal Phlebography of the Internal Mammary 

System for the Delineatzon of Intrathoracic Exten- 
sion of Carcinoma of the Breast (La phlébographie 
mammaire interne transsternale dans le dépistage des 
adénopathies intra-thoraciques des cancers du sein), 
J. Bréuant, F. Pinet, R. ScHemia, and M. Tovatt. 
Ann. chir., Par., 1961, 15: 277. 


THE LYMPH NODES of the internal mammary chain lie 
against the corresponding veins, which drain superior- 
ly. The nodes of the first three intercostal spaces are 
the most frequently affected by metastasis from breast 
carcinoma. Enlargement of these nodes by metastatic 
tumor may obstruct venous flow. The injection of 
contrast material into this venous system showed ab- 
normal flow patterns in 17 of 18 stage IV carcinomas 
of the breast, studied at the Pierre and Marie Curie 
Center, Algiers. Compression of the venous channel, 
reflux flow away from the superior vena cava, or 
complete obstruction of the vein indicated enlarge- 
ment of the adjacent lymph nodes. 

The technique consisted of injecting 40 c.c. of con- 
trast medium into the inferior sternum in the midline. 
Roentgenograms were taken every second for 7 
seconds beginning with the moment of injection. 
Local anesthesia and narcotics minimized discomfort. 
Proper inferior midline positioning of the needle in- 
sured visualization of both internal mammary trunks. 
Numerous plates reproduce the normal and abnormal 
patterns encountered by the authors. The technique 
appears to be valuable for outlining alterations of the 
normal venous flow in the internal mammary system. 
Naturally, normal patterns do not exclude the 
presence of small lymphatic metastases. 

— John H. Wulsin. 
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SURGERY OF THE THORAX 


CHEST WALL 


The Crushed Chest. Harry M. Winpsor and BRIAN 
Dwyer. Thorax, Lond., 1961, 16: 3. 


THE PRIMARY OBJECT of this article is consideration of 
the management of the badly crushed chest, and an 
analysis of the mortality and morbidity of 200 such 
cases in the past 8 years is the basis for the authors’ 
recommendations. The article is augmented by case 
reports. When paradoxic respiration occurs after se- 
vere disruption of the chest, the problem is tanta- 
mount to an open sucking pneumothorax. Most cases 
can be dealt with by simple measures of sandbagging 
and strapping. Internal surgical fixation should be 
confined to certain sternal injuries. : 

On the other hand, injuries involving multiple bi- 
lateral comminuted rib fractures with gross paradox 
can never be stabilized by internal fixation but re- 
quire immediate control of respiratory movements. 
The authors have administered intermittent doses of 
curare with moderate hyperventilation by normal 
squeezing of the rebreathing bag as a method of ac- 
complishing this. 

A number of other problems associated with the 
crushed chest are covered, but the authors conclude 
by stating that the perfect respirator has not yet been 
made. There are many good ones but when severe 
paradox, atelectasis, and bronchospasm are com- 
bined, none of them can compare with manual in- 
flation. —Gordon F. Madding. 


Early Secondary Thoracotomy Following Pulmonary 
Resection. FREDERICK W. Marx, Jr., and Joun D. 
STEELE. J. Thorac. Cardiovasc. Surg., 1961, 41: 141. 


PERSISTENT AIR LEAK, massive hemorrhage, and sepsis 
were the complications indicating early re-exploration 
in 20 out of a series of 356 pulmonary resections. The 
interval between the initial procedure and the re- 
exploration varied from a few hours to 3 weeks. 

Air-leak in 15 postthoracotomy patients was the 
most common serious complication. In 4 instances 
the leak occurred from tiny bronchi or needle holes 
in the surfaces exposed by dissection between seg- 
ments or where fissures were incomplete in lobectomy. 
Simple suture ligature effectively controlled the leak 
in 3 patients. In 1 patient, some leak persisted, re- 
quiring needle aspirations, but the space finally closed 
without further surgery. In 5 cases, air leaks were 
present in infarcted subsegments, again after seg- 
mental resections or lobectomy with incomplete 
fissures. Tuberculosis was the primary disease in 
these 5 patients. The secondary procedure was resec- 
tion of the infarcted subsegment in each instance. A 
tertiary thoracotomy was necessary 3.5 months later 
for 1 of these patients. Roentgenograms and tempera- 
ture curves were of no value in determining whether 
an air leak was from viable tissue or from an infarcted 
subsegment. 

In 4 patients, the persistent air leak was the result 
of the underlying disease rather than the operation. 
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Three of these had cavitary tuberculosis and 1 had 
multiple emphysematous blebs. Results of secondary 
thoracotomy were poorer in these patients. It was 
thought that a more extensive resection at the pri- 
mary operation might have prevented some of the 
subsequent problems. 

Three patients had secondary thoracotomy because 
of hemorrhage. In all 3, the bleeding points found at 
re-exploration seemed inconspicuous, even in 1 pa- 
tient who was in shock, but surgical evacuation of the 
extravasated blood is indicated even if bleeding has 
stopped. 

In both patients re-explored for postoperative sep- 
sis, thoracentesis was nonproductive. Secondary tho- 
racotomy revealed minimal findings in 1 case, but a 
positive staphylococcal culture was obtained and 
purulent drainage ensued. In the other, obvious 
staphylococcus infection was present. Most cases of 
postoperative sepsis require only a simple drainage 
procedure, but occasionally secondary thoracotomy is 
necessary to determine the source of high fever and 
leukocytosis. 

There were 2 deaths in the series, neither of which 
could be attributed to the secondary thoracotomy. 
Poorest results were in patients with complications 
from the underlying disease. Though there is an 
obvious surgical stress with secondary thoracotomy, 
it may be a life-saving procedure when indicated; the 

risk does not appear to be great and good results can 
be anticipated. —Stanley W. Tuell. 


TRACHEA, LUNGS, AND PLEURA 


Tracheostomy in the Management of Respiratory 
Problems. Joun M. Heap. N. England 7. M., 1961, 
264: 587. 


THE AUTHOR reviews 462 tracheostomies performed at 
the Massachusetts General Hospital and the Massa- 
chusetts Eye and Ear Infirmary, Boston, Massa- 
chusetts during 7 of the past 13 years. The indications 
for the procedure include: mechanical obstruction; 
prophylactic tracheostomy such as that associated 
with radical head and neck surgery; disease of the 
central nervous system; neuromuscular disease; 
secretional obstruction and diffusion block, that is, 
intrinsic lung disease manifested by impaired gaseous 
diffusion, increased dead space, and carbon dioxide 
narcosis; and, lastly, tracheostomy for positive- 
pressure respiration. 

In analyzing the results, the author concluded that 
there were 4 patients, 0.9 per cent, in whom the 
mortality resulting could be directly attributed to the 
tracheostomy. In 22 cases, 5 per cent, the trache- 
ostomy contributed to death. One hundred and 
seventy-five patients, 38 per cent, survived major ill- 
ness because of the tracheostomy. These figures indi- 
cate the value of the tracheostomy under the indica- 
tions listed. 

A number of complications occurred including 
tracheal bleeding, wound bleeding, subcutaneous 


emphysema, pneumothorax, and mediastinitis. Pneu- 
mothorax and mediastinitis and, in general, wound 
infection were the most disturbing aspects of the 
tracheostomy. The author believes it important that 
the tracheal aspiration through the tracheostomy 
tube be carried out aseptically using sterile catheters, 
masks, and sterile gloves. He recommends the use of a 
cannula with a removable inner sheath. He concludes 
that whenever serious question about the need for 
tracheostomy arises, the safest decision is to proceed. 
— Ward D. O'Sullivan. 


Elective Tracheostomy in Patients with Respiratory 
Insufficiency Who are Subjected to Pulmonary 
Surgery. J. F. Minnis, JR., and E. HARRISON GRIFFIN. 
J. Thorac. Cardiovasc. Surg., 1961, 41: 437. 


ELECTIVE TRACHEOSTOMY should be employed in pa- 
tients with surgically treatable intrathoracic disease 
and diminished pulmonary function. The critical 
time for such patients is in the immediate postoper- 
ative period when respiratory acidosis is usual. 

Tracheostomy affords a means of easily maintaining 
a clear airway without skilled personnel for tracheal 
suction. Physiologic obstruction is alleviated by the 
elimination of about 100 ml. of dead space, improve- 
ment of alveolar ventilation, and elimination of car- 
bon dioxide. Topical medications are easily intro- 
duced through the tracheostomy. Cardiovascular 
changes associated with respiratory obstruction are 
minimized. 

The decision to perform elective tracheostomy is 
largely a matter of informed judgment, but should 
be most considered in patients having severely 
diminished pulmonary function preoperatively. 

Election of tracheotomy is preferable to an emer- 
gency procedure. 

Disadvantages and complications of tracheostomy 
are tracheitis, hemorrhage, mediastinal emphysema 
and pneumothorax, stenosis, tracheal ulcers, fistulas, 
and mediastinitis. 

Complications almost always can be avoided. The 
use of a transverse skin incision provides a cosmetically 
acceptable scar. —Carl H. Calman. 


Diagnosis and Surgical Treatment of Pulmonary 
Arteriovenous Fistula, IsrazL STEINBERG. Surg. Clin. 
N. America, 1961, 41: 523. 


THREE CaSsES are recorded from the New York City 
Hospital of pulmonary arteriovenous fistulas, the first 
of which showed calcification of the fistula; in the 
other 2 three pulmonary fistulas were found of which 
two were excised without sacrificing lung tissue. Case 
reports are included. In the third patient excision was 
recommended but was refused. 

Recognition of this anomaly during life has been 
facilitated by the increased use of chest roentgeno- 
grams, body section roentgenography, angiocar- 
diography, and exploratory thoracotomy. The 3 
patients reported here comprise part of a series of 19 
patients with pulmonary arteriovenous fistulas from 
the New York City Hospital who are discussed with 
relation to hereditary hemorrhagic telangiectasis 
(Rendu-Osler-Weber disease), distribution by sex, 
age, symptoms, physical findings, and chest roent- 
genographic and angiocardiographic findings. 
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Operation is recommended even in the asympto- 
matic case, since the risk of brain abscess, fatal 
hemoptysis, or development of cerebral thrombosis 
with polycythemia is greater than the morbidity and 
mortality of resection. The classical syndrome of 
cyanosis, clubbing of the digits, polycythemia, and a 
vascular murmur over the fistula were present in only 
2 of this series of 19 cases. —Allan D. Callow. 


Unilateral Hypoventilation in Man During Tem- 
orary Occlusion of One Pulmonary Artery, B. W. 
WENSON, T. N. Fintey, and S. V. Guzman. 7. Clin. 

Invest., 1961, 40: 828. 


THESE EXPERIMENTS seem to settle the dispute regard- 
ing why hyperventilation does not occur when one 
pulmonary artery is occluded, either in patients or 
in dogs, who maintain normal pulmonary gas ex- 
change and oxygen utilization. The authors inflated 
balloons at the tips of catheters in the pulmonary 
arteries to occlude those vessels, and then performed 
bronchospirometry and/or bronchography during the 
periods of temporary unilateral occlusion in 8 pa- 
tients. Their data suggest that a sudden increase of 
carbon dioxide pressure occurs in the affected lung. 
This increase causes bronchoconstriction, which in 
turn causes a shift of most of the inspired air to the 
remaining lung. Thus the lung with the unobstructed 
pulmonary artery is ventilated by the same volume 
of air which before the arterial obstruction was shared 
by both lungs. —Leonard D. Rosenman. 


The Bronchi in Pulmonary Sarcoidosis (Ergebnisse 
und Bedeutung bronchologischer Untersuchungen 
beider Lungensarkoidose—Morbus Boeck). W. Scutzs- 
sLE, K. Wurm, and H. REINDELL. Miinch. med. Wschr., 
1961, 103: 726. 


Durinc THE LAST 2 YEARS the authors studied 126 pa- 
tients whose clinical and roentgenographic findings 
indicated that they had pulmonary sarcoidosis. 
Bronchoscopy and bronchial biopsy were performed 
on each patient, and bronchography was performed 
on 41 patients. 

Pulmonary sarcoidosis can be divided into three 
stages on the basis of the roentgenographic findings. 
Patients with bilateral mediastinal lymph node en- 
largement due to sarcoidosis, but without abnormali- 
ties in the lungs, are considered to have stage I of the 
disease. In stage II the lungs are involved but there is 
no distortion due to fibrosis. Stage III represents the 
end stage of sarcoidosis, in which fibrosis is present 
and healing can no longer lead to restitution of normal 
pulmonary parenchyma. 

Histologic features in the bronchial mucosa ob- 
tained at biopsy were typical of sarcoidosis in 66 or 52 
per cent of the 126 cases. The authors indicate their 
awareness that the diagnosis of sarcoidosis is made on 
the basis of all available means, and that it cannot be 
established by histologic means alone. In patients 
with stage II disease, 75 per cent of the results of 
bronchial biopsies were positive. They were positive 
in 45 per cent of the patients with stage I, and in 31 
per cent of patients with stage III disease. None of the 
biopsies yielded normal bronchial mucosa. Inflam- 
matory cellular infiltrates, predominantly lympho- 
cytic, were present in all specimens examined. A 
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itive histologic diagnosis was given only when 
typical granulomas with epithelioid cells were present. 
The presence of granulomas in the bronchi of nearly 
half of all patients with early disease, who had roent- 
genographic evidence only of lymph node involve- 
ment, raises a question regarding the pathogenesis of 
pulmonary sarcoidosis: Is the disease initiated by in- 
halation of a noxious agent, which affects first the 
bronchi, secondarily the mediastinal nodes? 

The macroscopic features of sarcoidosis of the bron- 
chi, as viewed through the bronchoscope, were varied. 
In a few cases the result of bronchial biopsy was posi- 
tive even though the bronchoscopic appearance of the 
mucosa seemed normal. There was usually inflamma- 
tion of varying intensity, indicated by redness, swell- 
ing, and increased secretion. Elevated pale yellowish 
nodules and plaques were often found, as were vascular 
alterations similar to those observed in the ocular fun- 
dus in sarcoidosis. The relative frequency of these 
abnormalities in the various stages of the disease is dis- 
cussed, as are the bronchographic findings. Bronchos- 
copy and bronchial biopsy are recommended as im- 
portant routine diagnostic measures in cases of pul- 
monary sarcoidosis. Bronchography yields additional 
information concerning the state of the medium and 
the peripheral bronchi, and permits an estimation of 
the degree of involvement of various lobes and seg- 
ments. —Elmer V. Dahl. 
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The Pseudotumoral Form of Br p y 
Aspergillosis (Trois nouvelles observations d’asper- 
gillose broncho-pulmonaire secondaire a forme pseudo- 
tumorale). H. EscuHapasse, R. and M. ttt, A. 
DetaupE, G. Moreau, and Others. 7. fr. méd. chir. 
thorac., 1961, 15: 209, 


THE AUTHORS PRESENT 3 case summaries with roent- 
genograms of patients with aspergillosis as a superin- 
fection in burnt out tuberculous cavitation of the lung. 
Aspergillosis superimposed on a pre-existing cavity 
produces a curious “‘tinkle bell”? image on flat films 
and tomographs of the chest. 

The first patient had tuberculosis with cavitation of 
the right superior lobe stabilized by chemotherapy. 
Sputum samples were negative. Sudden expansion of 
the cavity, serious hemoptysis, and roentgen findings 
compatible with mycetoma prompted lobectomy, 
with cure. The specimen contained a typical aspergil- 
loma. In the second patient, stabilized after several 
years of chemotherapy, a typical aspergillous mass 
developed in a clean epithelium-lined right superior 
lobe cavity. Positive sputum findings were obtained at 
the same time, the first recorded instance of positive 
sputum and aspergillosis; the positive sputum samples 
were explained by the presence of caseous nodules ad- 
joining the cavity. The third patient had advanced 
tuberculosis, negative sputum and residual cystic cavi- 
ties of the upper lobes. Aspergillosis superinfection de- 
veloped in the right superior lobe cavity which was 
excised. A second growth developed in a cavity in the 
right Fowler’s summit and was treated by pneu- 
monotomy and plastic obliteration of the cavity. 

The diagnosis was established roentgenologically in 
the first and third cases but the simultaneous positive 
sputum findings in the second patient were mislead- 
ing. Except for the positive “‘tinkle bell’? roentgeno- 
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logic signs, the diagnosis must rest upon distinction 
between tumor, caseous mass, and intercavitary 
sequestrum. Treatment is excision whenever there is 
no contraindication to extensive surgical intervention; 
excision eliminates the risks of potentially dangerous 
hemorrhages. The gross and microscopic pathologic 
findings are described. —Edwin 7. Pulaski. 


Staphylococcal Empyema in Children, THEopore C. 
Jewett, JR., Davip M. CarBerry, and ERWIN NETER. 
Ann. Surg., 1961, 153: 447. 


THE AUTHORS reviewed the cases of 23 children who 
had primary coagulase positive staphylococcal pneu- 
monia with empyema. In recent years there has been 
an increase in the penicillin resistant strains found in 
cultures taken from patients admitted to the hospital 
prior to the institution of treatment. In half of the 
patients treated with penicillin the pathogen became 
resistant to this antibiotic during therapy. No strain 
was initially resistant to erythromycin and a resistance 
to this medication developed in only 25 per cent be- 
fore the pleural space was sterilized. The authors also 
point out that staphylococcal empyema is not a 
localized disease. Bacteremia and metastatic abscesses 
were present in some cases. 

The initial treatment consists of massive doses of 
penicillin along with some other broad spectrum 
antibiotic such as erythromycin, although they sug- 
gest that possibly staphcillin may become the drug of 
choice. After aspiration of the pleural space until it 
is as dry as possible and the carrying out of sensitivity 
studies, the antibiotic therapy is adjusted accordingly. 
In most instances in their study, the administration of 
erythromycin was continued until the child was well. 
If the child did not respond to a single thoracentesis, 
intercostal tube drainage was instituted. If pneumo- 
thorax was present in addition to the pyothorax, two 
tubes were inserted rather than one in the seventh 
interspace in the mid or posterior axillary line; an 
additional one was placed in the second or third 
interspace anteriorly. Oxygen with high humidity 
content was administered, either in an isolette or in a 
tent. Aspirin was given to control the temperature 
and prevent convulsions. Intravenous solutions were 
given and blood was administered generously. 

Under this scheme of treatment there were 3 
deaths among the 23 children. One of the deaths was 
due to thrombocytopenic purpura and occurred after 
apparent cure of the empyema. The other 2 deaths 
were definitely related to failure of treatment. In 
summary, the authors point out that staphylococcal 
empyema in children is becoming a more serious 
problem as a result of the frequency of penicillin re- 
sistant staphylococcus. The condition primarily 
affects children under 2 years of age. 

— Ward D. Sullivan. 


Pneumomycosis and Lung Surgery (Pneumomykosen 
und Lungenchirurgie). C. Chir., 
Leipzig, 1961, 86: 722. 

IN THE YEARS between 1957 and 1960, 21 cases of 

pneumomycosis were found in a group of 777 patients 

with pulmonary disease. One patient was found to 
have actinomycosis, and the other 20 were affected 
with Candida mycoses. Resection was carried out 
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upon 12 patients with good results and the other 9 did 
not require operation. 

In most of the patients with a secondary pneumo- 
mycosis, a history of massive antibiotic therapy could 
be elicited. The author advocates early operation in 
the treatment of localized pneumomycosis, especially 
when necrosis is apparent. —Andrew P. Adams. 


The Surgical Approach to Pulmonary Emphysema. 
Otto BRANTIGAN, Mitton B. Kress, and EuGENE 
A. MUELLER. Dis. Chest, 1961, 39: 485. 


EMPHYSEMATOUS PULMONARY CHANGES may have a 
primary idiopathic cause or be secondary to other 
diseases: they may involve only one lung or a portion 
of one lung or they may be found diffusely throughout 
the lungs. This study deals with the primary idio- 
pathic diffuse type of pulmonary emphysema. In this 
condition, the elasticity of the lungs is reduced, the 
alveolar walls thin out and degenerate, the alveoli 
enlarge and coalesce by a breakdown of the thinned- 
out degenerated walls, and the alveolar capillaries 
degenerate and disappear. The extent of the capillary 
bed is thereby reduced, thus increasing resistance to 
blood flow and causing development of pulmonary 
hypertension and cor pulmonale. 

Cartilage is not found in the walls of the bron- 
chioles. These air passages are normally held open by 
the pull of the surrounding elastic lung tissue. In the 
presence of marked emphysema and destruction of the 
elasticity of the lung, the circumferential pull holding 
open the bronchioles is greatly impaired. 

An operation is advised for the treatment of patients 
suffering from primary idiopathic diffuse pulmonary 
emphysema. In this operation, reduction in lung vol- 
ume is brought about by resecting or plicating the 
areas of lung most useless as respiratory tissue. The 
lung volume is reduced to fit the expiratory phase of 
the pleural cavity. Thus the physiologic mechanism 
holding open the bronchioles is restored to some 
degree. Only useless tissue should be plicated or re- 
sected and every effort should be made to preserve 
functioning lung tissue. The second aim of the opera- 
tion is the autonomic denervation of the bronchi and 
lungs, which is accomplished by the actual division of 
branches of the vagus nerve and sympathetic chain. 

Of 89 patients studied because of this condition, 56 
underwent operations. No patient was refused opera- 
tion because of too great an impairment of respiratory 
function, and in some cases desperately dyspneic pa- 
tients underwent surgical treatment. Nine patients, 
16 per cent, died in the postoperative period. Thirty, 
70 per cent of those who had unilateral operations, are 
improved, and 12, 85 per cent who had bilateral oper- 
ations, are improved. 

There has been no detectable evidence of further 
progression of the disease in the operated on lung in 
patients in this series. The longest follow-up has been 8 
years. —Frank 7. Milloy. 


Surgical Possibilities in the Treatment of Emphysema 
(Les possibilités chirurgicales dans le traitement des 
—* H. Le Bricanp. Ann. chir., Par., 1961, 
15: 301. 


AT THE Marie-Lannelongue Surgical Center, Paris, 
France, primary emphysema is managed in the light 


of its pathologic variants. The localized bulla, which 
may act as a pneumothorax, requires surgical action; 
but the diffuse loss of elasticity is not remediable by 
surgical treatment. 

A localized bulla in an otherwise healthy lung may 
be excised with a good prognosis. Multiple bullas 
may be resected depending on the severity of diffuse 
change. However, when the process is bilateral and 
there is generalized emphysema, the surgeon can only 
open the larger cysts, attempt to close bronchiolar 
connections, and reconstruct the pulmonary bed. Pro- 
longed drainage of the pleural space, tracheostomy, 
assisted ventilation, and careful attention to smal] 
details help to bring these patients through a difficult 
postoperative period. Lobectomy, segmental resec- 
tion, and removal of pedunculated bullas have all 
been practiced. In severe emphysema induction of 
anesthesia must be slow and cautious to avoid further 
distention of the bullas. The author considers that 
when the ratio of maximum expiration to vital 
capacity drops below 40 per cent, surgical interven- 
tion is contraindicated. —JFohn H. Wulsin. 


Pulmonary Resection with Mechanical Suture. N. M. 
Amosov and K, K. Berezovsxy. 7. Thorac. Cardiovasc, 
Surg., 1961, 41: 325. 


Tue UKL-60, a Soviet designed lung root suturing 
device, is evaluated on the basis of 670 operations 
performed in a 2 year period at the Kiev Institute of 
Tuberculosis, Kiev, Russia. The instrument uses tan- 
talum staples which are loaded 21 at a time in stag- 
gered order in two rows in 60 mm. jaws. The root of 
the lung or lobe is tightly clamped between the jaws, 
and suturing is accomplished by squeezing a hand 
grip, after which the portion of lung to be excised is 
cut off along the edge of the clamp. 

Of the 670 total operations, 470 were for tuber- 
culosis, 144 were for suppurative diseases, and 56 
were for lung cancer with a total of 24 bronchial 
fistulas and 10 deaths. 

Advantages over conventional techniques include 
simplicity of operation, speed, rarity of operative com- 
plications with few air leaks requiring additional 
sutures, and blood loss rarely exceeding 300 ml. Re- 
action around the staples is minimal. The danger of 
infecting the pleural cavity is minimized since the 
lung tissue is sutured prior to excision. Problems en- 
countered included 20 bronchial fistulas in the group 
with tuberculosis as a result of tuberculous endo- 
bronchitis. 

Pneumonectomies are performed by suturing the 
bronchus at the bifurcation of the trachea and then 
applying a row of sutures to the vessels at the root of 
the lung. The UKL-60 is used most advantageously 
for partial resections which are performed along the 
boundaries of the involved lung, economical resec- 
tions, rather than the segmental boundaries. This 
technique yielded far better results in the treatment 
of tuberculosis than did the performance of standard 
segmentectomies. 

Variants of partial resections depending on localiza- 
tion of the disease process include apical resections 
for peripheral lesions, wedge resections for cavities 
located deep within the lobe, and flat resections for 
removal of small subpleural foci. 
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The UKL-60 device allows bilateral one stage 


operations to be performed more frequently than 
previously and with greater safety. Poralon has been 
used to fill the residual cavity in selected cases with 
good results. The authors believe that the UKL-60 
device will find extensive application in operations 
upon the lung. —Patrick F. Jewell. 


Resectional Therapy for Pulmonary Tuberculosis at 
Sunmount, 1950-1957, 807 Cases, Vicror M. 
Kmev. Dis. Chest, 1961, 39: 249. 


Tue AUTHOR REVIEWED the case histories of 32 pa- 
tients who had resectional therapy for pulmonary 
tuberculosis under viomycin and pyrazinamide cov- 
erage. Only 1 of the patients had a bacteriologic re- 
lapse. Among these 32 patients, there was 1 case of 
empyema with bronchopleural fistula and 1 of bac- 
teriologic relapse. 

In a comparable group of patients without ade- 
quate antituberculous drug coverage, there were 13 
major complications and 4 bacteriologic relapses after 
operation. It is believed that viomycin and pyrazina- 
mide represent excellent secondary drug coverage for 
resectional therapy of pulmonary tuberculosis. It is 
advisable to begin administering these drugs 2 weeks 
prior to the contemplated resectional therapy. 

—Frank F. Milloy. 


Results of Subcostal Plombage in Pulmonary Tu- 
berculosis with a Consideration of Changing Indi- 
cations. ARMAND A. LEFEMINE, WILLIAM W. WIson, 
and Dwicut E. HarkEN. J. Thorac. Cardiovasc. Surg., 
1961, 41: 561. 


NINETY PATIENTS underwent 98 subcostal-extraperios- 
teal plombage operations in the 5 year period ending 
in 1957, The indications for collapse procedure rather 
than pulmonary resection were active disease, drug 
resistance, reduced pulmonary function, and malnu- 
trition. Thirty-two of the patients had severe bilateral 
cavitary disease, and the preoperative sputum was 
positive by smear or culture in 83 per cent of the pa- 
tients. 

The preoperative maximum breathing capacity 
was above 75 per cent of predicted normal in 53 per 
cent of the patients and below 50 per cent of predicted 
normal in 15 per cent of the patients. 

In performing the thoracoplasty the extraperiosteal 
dissection usually was carried from the second rib 
down to the sixth or seventh rib. An attempt was 
made to achieve collapse to at least one interspace and 
preferably two interspaces below the level of signifi- 
cantly diseased tissue. Polyethylene spheres strung on 
silk were used for plombage material. 

In the 1 to 5 year period after plombage, 78 per 
cent of patients had converted to negative sputum. 
Pulmonary function studies after plombage revealed 
an average loss of maximum breathing capacity of 9 
per cent. Nine procedures were complicated by sepsis 
that necessitated removal of the spheres, and there 
were 2 immediate postoperative deaths. 

Resection, although it is the most effective form of 
treating tuberculosis, cannot be performed in every 
case. It would seem that there will always remain a 
small group of patients who, by virtue of limitation of 
pulmonary function, low resistance, and general 
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debility, will be candidates for a collapse procedure. 
—Frank 7. Milloy. 


Percutaneous Cricothyroid Membrane Bronch- 

ography. Samuet D. HemMtey, Epwarp J. Arma, A. 

ONROE Diccs, and SumMNER L. FREEMAN. Radiology, 
1961, 76: 763. 


THE AUTHORS report results in 42 consecutive patients 
who underwent transcricothyroid needle puncture 
for the performance of bronchography. The method is 
safe, time-saving, and practical. Patients are hospital- 
ized for the procedure. The previous meal is withheld 
as a precaution against aspiration. Thirty minutes 
prior to examination, appropriate doses of atropine 
or scopolamine and demerol hydrochloride are given. 
The patient is required to move about for distribution 
of the contrast medium and filming. The patient is 
placed supine on the fluoroscopy table, with a pillow 
or sandbag under the shoulders and the top of the 
head resting on the tabletop. 

The cricothyroid membrane is a thin, avascular 
structure that stretches across the space between the 
anterior prominence of the thyroid cartilage and the 
anterior part of the cricoid. Palpation of the depres- 
sion between these two structures in the anterior mid- 
line easily locates the area which is prepared with 
aseptic technique. The skin and subcutaneous tissue 
overlying the cricyothyroid membrane are infiltrated 
with 1 per cent procaine hydrochloride. A 16 gauge 
beveled needle, 1.5 inches in length, is attached to a 
2 c.c. syringe containing 1 c.c. of 2 per cent ponto- 
caine hydrochloride. The syringe should be tested to 
insure a freely movable plunger. With the base of the 
syringe held between the thumb and second finger, 
the needle is placed perpendicular to the skin overly- 
ing the cricothyroid membrane. The thyroid cartilage 
is stabilized with the thumb and second finger of the 
other hand. With firm and constant pressure, a sud- 
den relaxation of resistance is felt when the membrane 
has been punctured and the subglottic tracheal space 
entered. The plunger of the syringe is withdrawn and 
air enters the barrel if the needle lies in the tracheal 
canal. The patient is then tilted into a 10 degree 
Trendelenburg position and 2 c.c. of anesthetic solu- 
tion are injected. The syringe and needle are sepa- 
rated, and injection of the opaque material can be 
begun with the patient in any of the appropriate posi- 
tions. 

All patients tolerated the procedure well. Two who 
previously had been examined with a catheter tech- 
nique voluntarily admitted the preference for the 
puncture method. Complications included subcu- 
taneous emphysema in 1 patient and hoarseness which 
lasted for 1 day in another patient. By proper posi- 
tioning of the patient unilateral bronchograms are 
possible using this technique.—Lloyd D. MacLean. 


Cytologic Examination of the Sputum Using Papa- 
nicolaou’s Technique (Ueber die zytologische Spu- 
tumuntersuchung nach Papanicolaou). F. Mavrom- 
MaATis, K. STapENHORST, and H. E. HorrMeisTErR. 
Thoraxchirurgie, 1961, 8: 643. 


Wa sue in his dissertation on diseases of the lung in 
1843 was the first to report identification of cancer 
cells in the sputum of patients with pulmonary tumors. 
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The development of staining techniques by Papani- 
colaou gave new impetus to this diagnostic procedure. 
The authors discuss in detail the morphologic criteria 
of the bronchial cells desquamated under normal 
circumstances and of the malignant cells in cases of 
pulmonary cancer. 

In 80 cases reported by the authors a positive cyto- 
logic diagnosis was made in 76.4 per cent with no 
false positive results. In 82.3 per cent the cytologic 
diagnosis coincided with the final diagnosis. Of 56 
sputa from patients with bronchial cancers 39 were 
cytologically positive, 9 negative, 3 suggestive of can- 
cer, and 5 unsuitable for examination. Of the 39 pa- 
tients whose sputa were cytologically positive 16 had 
squamous cell carcinomas, 12 undifferentiated can- 
cers, and 2 small cell carcinomas; the other tumors 
listed were adenocarcinomas, alveolar cancers, and 
lymphosarcomas. 

Only 3 specimens were labeled as “suggestive of 
cancer,” a report that should be handed to the clini- 
cian with care since it discredits this diagnostic pro- 
cedure. —Karel B. Absolon. 


The Efficiency of Preoperative Endoscopy in the 
Diagnosis of Primary beonshensete Carcinoma in 
304 Patients (Efficacité des prélévements endoscop- 
iques pour le diagnostic des carcinomes bronchiques 
primitifs, 304 malades). J.-M. Lemorne, J. CHRETIEN, 
and G. Brovet. Bull. Soc. med. hép. Paris, 1961, 77: 81. 


On a service for the treatment of diseases of the 
respiratory tract a positive diagnosis of bronchogenic 
carcinoma was secured by endoscopy in 80 per cent 
of 304 patients. Tissue was obtained either by con- 
ventional biopsy or by aspiration biopsy. In peripheral 
tumors aspiration biopsy was particularly suitable 
and yielded small fragments of tissue which were 
fixed and stained in the conventional manner, as 
well as being prepared for cytologic study. By these 
means a positive diagnosis was based on histologic 
proof in 64 per cent of the cases and on cytologic 
evidence in the remaining 16 per cent. Only one 
bronchoscopy was necessary to establish the diagno- 
sis in 93 per cent of the positive cases. These cases 
were relatively early ones, since the average duration 
of symptoms was only 3.5 months. 
—John H. Wulsin. 


Pneumomediastinography in Carcinoma of the Lung. 
Cyrit Simecexk and Emit Hotus. Thorax, Lond., 1961, 
16: 65. 


THE AUTHORS PRESENT their study of pneumomedias- 
tinography in 150 patients with proved carcinoma of 
the lung. By the use of this diagnostic technique they 
were able to identify hilar and mediastinal metastatic 
node involvement or direct mediastinal invasion in 
approximately 100 of the patients. Nodal involvement 
was less frequent in the epidermoid group as com- 
pared with the small cell carcinomas. In both the 
epidermoid and small cell tumors, the tracheobron- 
chial glands, bifurcation glands, paratracheal glands, 
and aortal glands were involved in that order of de- 
creasing frequency. In those patients who demon- 
strated only direct mediastinal invasion without meta- 
static node involvement, there were 16 with epider- 
moid lesions and only 3 with small cell tumors. 
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Pneumomediastinography was performed by the 
method of Simecek and employed the pertracheal 
route at the time of bronchoscopy. The authors do 
not define the criteria utilized in differentiating sim. 
ple nodal hyperplasia and metastatic involvement, 
but in their hands such metastatic involvement was 
confirmed by positive perbronchial aspiration biopsy 
in all patients in whom thoracotomy was not per- 
formed. 

From their study the authors believe that pneu- 
momediastinography is a helpful diagnostic method 
in patients with known or suspected bronchogenic 
cancer. — Thomas W. Shields, 


The Nonbenign Nature of Bronchial Carcinoids and 
Joun T. Goopner, Joun W. Bera, and 
ILLIAM L, Watson. Cancer, 1961, 14: 539. 


By seaRcuinG for all cases that were histologically 
bronchial carcinoids or cylindromas, regardless of the 
amount of extrabronchial involvement, and by follow- 
ing up the patients with these tumors for an adequate 
period of time, the authors have developed a picture 
of these diseases rather darker than that usually 
drawn. Only 57 per cent of the 21 patients with 
clinically apparent bronchial carcinoid tumors avail- 
able for 5 year follow-up have survived that period. 
In 44 per cent of their entire series of 27 cases, the 
tumor obviously was malignant since there were 
metastases. Twenty-five per cent of the patients in 
this subgroup have survived 5 years or longer. 

Only 1 of the 27 patients with carcinoid appears 
to have been cured by intrabronchial therapy. The 
authors conclude that most patients will have sig- 
nificant tumor extension extrabronchially and that 
the method of choice for treating tumors with such 
potential spread is surgical resection of the lung seg- 
ment affected by the tumor. Clinically, as well as 
morphologically and histochemically, these tumors 
are counterparts of gastrointestinal carcinoids, show- 
ing indolent progression under many, but not all 
circumstances when full removal has not been 
achieved. Because of this, and because they do not 
seem particularly radiosensitive, fairly aggressive 
surgical management, even of those of borderline 
operability or of metastatic tumors, seems to be justi- 
fiable. 

The authors’ small group of cylindromas was made 
up of equally aggressive tumors and 3 of 5 proved to 
be capable of metastasis and induced death. 

—Ely Elliott Lazarus. 


Bronchial Carcinomas, T. DREVVATNE and 
J. Frmann-Daut. Brit. J. Radiol., 1961, 34: 180. 


THE AUTHORS PRESENT their experience in the use of 
various roentgenographic techniques in the study of 
solitary peripheral lung lesions. Practically all cases 
of bronchial carcinoma were studied by conventional 
films, by tomography in three different planes, by 
bronchoscopy, and by angiography. 

In peripheral tumors bronchography was found to 
be of limited value and could even lead to misinter- 
pretation. Angiography was helpful in determining 
operability but was thought to contribute little def- 
inite to the specific diagnosis of peripheral pulmonary 
lesions. Tomography, however, was found to be an 


excell 
peript 
ing 
findin 
“new 
Un 
perce 
Ther 
tion 
sign j 
Mult 
K. 
Sui 
geni 
reset 
Thre 
the 
Twe 
prin 
pau 
is n 
A 
port 
the 
ratl 
be « 
frec 
cyt 
are 
rest 
nev 
for 
ori 
sur 
ing 
Co 
( 
] 
W 
pe 
qu 
sec 
ce 
| 
| ly 
in 
th 
ta 
sy 
ti 
re 
h 
tc 
fc 


excellent method to demonstrate the contour of the 
peripheral lesion and to reveal the presence of notch- 
ing or “umbilication” of peripheral tumors. This 
finding of notching appeared to confirm Rigler’s 


“new sign of malignancy”. 

Unfortunately, notching was also found in a high 
percentage of tuberculomas by tomography as well. 
Therefore, the authors concluded that a differentia- 
tion between benign and malignant lesions by this 
sign is not reliable. — Thomas W. Shields. 


Multiple Primary Bronchogenic Carcinoma. RicHarp 
K. Hucues and Brian Biapes. 7. Thorac. Cardiovasc. 
Surg., 1961, 41: 421. 


THE AUTHORS PRESENT 2 cases of a second broncho- 
genic carcinoma developing 9 and 10 years after 
resection of the original primary bronchial cancer. 
Three other similar cases were noted in the literature, 
the time interval being 5, 6, and 3 years, respectively. 
Twenty-three other reported cases of gross multiple 
primary bronchogenic tumors are tabulated. The 
paucity of reports of multiple primary lung tumors 
is noted and reasons for this are reviewed. 

As a result of the accumulating evidence in sup- 
port of multicentric origin of bronchogenic carcinoma, 
the possibility of a “recurrence” being a new primary 
rather than a continuation of the old tumor must 
be considered. 

As an aid to detect a small new primary lesion 
frequent bronchoscopic examinations as well as 
cytologic and roentgenographic follow-up studies 
are suggested. If a new lesion is found, successful 
resection would be dependent upon location of the 
new lesion as well as the previous type of resection 
for the first carcinoma. It is in those patients who 
originally had a lobectomy that the possibility of 
surgical resection of a second primary is most promis- 
ing. — Thomas W. Shields. 


Contraindications to Surgery for Bronchogenic Car- 
cinoma in the Aged: Usefulness of Scalene Lymph 
Node Biopsy. Gustav BansMerR and G. Hucu 
Lawrence. J. Am. Geriat. Soc., 1961, 9: 359. 


WHEN BRONCHOGENIC CARCINOMA develops in an older 
person, the thoracic surgeon is faced not only with the 
question of the technical feasibility of pulmonary re- 
section but also with the question of whether as- 
sociated degenerative cardiopulmonary disease will 
make surgery inadvisable. Certain diagnostic pro- 
cedures such as bronchoscopy, cytologic study of 
bronchial washings or thoracentesis fluid, and scalene 
lymph node biopsy have proved effective in establish- 
ing not only the tissue diagnosis but also the extent of 
the disease. 

Absolute contraindications to operation are metas- 
tases to distant organs, the superior mediastinal 
syndrome, regional lymph node involvement, and 
extensive pleural involvement. Relative contraindica- 
ons to curative resection consist of such findings as 
recurrent or phrenic nerve paralysis and lack of 
cardiorespiratory reserve. It should be pointed out, 
however, that cardiorespiratory function is difficult 
to evaluate and patients with extremely low values 
for such as the maximum breathing capacity have 
successfully undergone pulmonary resection. 
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Scalene node biopsy has been particularly useful for 
determining the operability or inoperability of bron- 
chogenic carcinoma in many instances. A description 
of the technique of scalene node biopsy is presented 
and the value of this procedure for ruling out surgical 
treatment in certain cases of bronchogenic carcinoma, 
particularly in older persons in whom cardiopul- 
monary reserve is limited, is emphasized. 

—Frank 7. Milloy. 


HEART AND PERICARDIUM 


Penetrating Wounds of the Heart. ArtHuR C. BEALL, 
Jr., Joun L. Ocusner, Georce C. Morris, Jr., 
Denton A. Cootey, and Micuaer E. DeBakey. 7. 
Trauma, 1961, 1: 195. 


Tuis stupy is based on experience with 399 patients 
with penetrating wounds of the heart who were seen 
at the Jefferson Davis Hospital, Houston, ‘Texas, dur- 
ing the 9 year period from 1951 to 1960. Autopsies 
were performed on the 260 who were dead on arrival. 
The over-all mortality in the 139 patients who 
reached the hospital alive was 25.2 per cent; however, 
if the 10 patients who died before treatment could be 
started are excluded, the mortality was 14.4 per cent. 

The policy for treatment in these cases was tempo- 
rary local care of wounds, intravenous administration 
of fluids, vasopressors as indicated, blood replacement, 
pulmonary re-expansion when indicated, and aspira- 
tion of cardiac tamponade. Those patients whose 
blood pressure became stabilized after aspiration of 
the pericardial sac were intensively observed in the 
recovery room. Thoracotomy and cardiorrhaphy 
were carried out as rapidly as possible on those pa- 
tients who failed to respond after pericardicentesis or 
whose condition again deteriorated. 

Thirty-seven patients received no treatment and 
27 per cent of these died. Three of 12 patients in 
whom cardiac arrest developed before treatment 
could be started were saved by cardiac massage and 
cardiorrhaphy. In 78 who were treated primarily by 
aspiration of the pericardium the mortality was 5.5 
per cent. Among 23 patients who failed to respond to 
pericardicentesis the mortality was 26.7 per cent if 
the cardiorrhaphy was carried out immediately, but 
rose to 62.5 per cent if the heart stopped before 
thoracotomy was performed. In 12 of the patients 
whose conditions were more desperate and who were 
treated primarily by cardiorrhaphy the mortality was 
33 per cent. 

The authors do not believe that either pericardi- 
centesis or cardiorrhaphy can be accepted as the only 
means of treating penetrating wounds of the heart. 
Pericardicentesis is their primary approach, and they 
reserve early thoracotomy for those patients who do 
not respond to aspiration. —George R. Holswade. 


Poststeuotic Aneurysms Complicating Coarctation of 
the Aorta. THORKILD FREDERIKSEN and THuE Pout- 
SEN. Acta chir. scand., 1961, 121: 13. 


Coarctation of the aorta is not infrequently com- 
plicated by aneurysm of the sinus of Valsalva, pre- 
stenoticaneurysm, poststenotic aneurysm, or aneurysm 
of an intercostal artery or cerebral artery. Frequency 
figures for aneurysm vary greatly. The authors report 
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upon a series of 101 patients operated upon for co- 
arctation of the aorta in the departments of surgery 
of the Rigshospitalet in Copenhagen, Denmark. Four 
cases of poststenotic aortic aneurysm were found. In 
1 case histologic examination of the resected aneurysm 
revealed pronounced aortitis. 

Aneurysm formation in 1 case was probably due to 
infection. In other cases a mechanical cause must be 
inferred. The authors believe the causative force to 
be the increased pressure exerted on the arterial wall 
in the poststenotic segment of the aorta secondary to 
the creation of turbulence and to the transformation 
of kinetic energy of the small fast stream of blood 
into static, laterally-acting increase in pressure. The 
size and direction of the jet of blood through the sten- 
otic area can also determine aneurysm formation, and 
saccular aneurysm may develop if the stenosed sec- 
tion of the aorta lies at an angle in relation to the 
direction of the blood flow, allowing the jet from the 
stenosis to be directed at one portion of the aortic 
wall. 

That aneurysm does not develop more frequently 
is attributed to the fact that many coarctations are 
completely closed or present at most a very narrow 
lumen. 

Grafting procedures should be considered if resec- 
tion causes excessive tension on the aortic anastomosis 
after resection. All patients reviewed were resected 
without grafting, but there was 1 postoperative 
death at 15 days from rupture of the anastomosis. 

—Carl H. Calman. 


Peripheral Pulmonary Sclerosis (Die periphere Pul- 
monalstenose). H. L6ur, F. Loocen, and H. 
Fortsch. Réntgenstrahl., 1961, 94: 285. 


PERIPHERAL PULMONARY STENOSIS, in which there is 
narrowing in the pulmonary arterial system distal to 
the pulmonic valve, has been arbitrarily divided into 
three types. In type 1 the lobar, segmental, or subseg- 
mental arteries contain one or more sites of narrowing, 
usually with marked poststenotic dilatation. Type 2 
includes stenosis of the right or left pulmonary artery 
or both, and in type 3 there is supravalvular narrow- 
ing of the pulmonary trunk. The clinical features of 
this disease are discussed on the basis of 47 cases from 
the literature, to which the authors have added 11 
cases of their own. 

In almost two-thirds of the patients, other anomalies 
of the heart or great vessels were associated with the 
peripheral pulmonary stenosis, and these other ab- 
normalities dominated the clinical picture. Twenty 
patients had pure peripheral pulmonary stenosis. Five 
of these had single or multiple sites of narrowing in 
lobar or smaller arterial branches, type 1; in 10 the 
stenosis involved the right and left pulmonary artery, 
type 2; and in 3 there was supravalvular, type 3, steno- 
sis. Two patients had a combination of lesions of types 
1 and 2. 

The hemodynamic alterations consequent on these 
lesions depend on the site and degree of the narrow- 
ing. In types 2 and 3, the systolic pressure in the pre- 
stenotic portion of the pulmonary artery is usually only 


slightly elevated. Multiple peripheral lesions of type 1 


are nearly always associated with increased pulmo- 
nary systolic pressure, to as high as 102 mm. Hg. Pa- 
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tients with increased pulmonary arterial pressure may 
have dyspnea and cyanosis with effort, and they may 
tire easily. Auscultatory abnormalities may include 
systolic murmurs in atypical sites and, less frequently, 
continuous systolic and diastolic murmurs. Differenti. 
ation from other congenital abnormalities is usually not 
possible by ordinary clinical examination. The differ. 
ential diagnosis includes pulmonic stenosis, patent duc- 
tus arteriosus, arteriovenous fistulas, and other con- 
genital anomalies. 

Cardiac catheterization may demonstrate this syn- 
drome by indicating a pressure drop between the 
prestenotic and poststenotic segments. Intravascular 
phonocardiography is useful in that it registers the 
murmur in the poststenotic segment of the involved 
vessel. Selective angiocardiography confirms the diag. 
nosis, and may demonstrate lesions which are too 
peripheral for detection by other means. 

Prognosis depends on the caliber of the vessel nar- 
rowed and on the degree of narrowing. If the vessels 
of one lung are severely involved, pulmonary sclerosis 
may be a consequence of increased arterial pressure in 
the uninvolved lung. —Elmer V. Dahl. 


Atrial Defect. Georce R. HotswabeE and Mary 
ALLEN ENGLE. Surg. Clin. N. America, 1961, 41: 397, 


Repair of the uncomplicated atrial septal defect of 
the septum secundum type under direct vision is one 
of the most successful open heart procedures currently 
performed, with a mortality under 5 per cent and a 
high cure rate. 

The experience with 50 operations, in which extra- 
corporeal circulation was used, on 48 patients with 
defects in the septum secundum is reported. Although 
the diagnosis can usually be established on clinical 
grounds, cardiac catheterization was performed on 
all patients in this series before operation. Ten pa- 
tients had a significant systolic gradient across the 
pulmonic valve and 4 of these were found at operation 
to have valvular pulmonic stenosis which was cor- 
rected along with the septal defect. The stenosis was 
found to be relative in the other 6 who at operation 
were found to have a normal pulmonic valve, or nor- 
mal pressures in the pulmonary artery and right 
ventricle after closure of the defect. 

The defect was closed by direct suture in all cases 
including 1 case of common atrium in a child. Re- 
currence of the defect occurred in 1 patient who was 
reoperated upon with successful closure of the defect. 
A second operation was required on another patient 
to correct partial drainage of the inferior vena cava 
into the left atrium after closure of a low lying defect 
at the entrance of the inferior vena cava. There were 
2 operative deaths due to cardiac arrest and staphylo- 
coccal empyema. The patients who previously had 
symptoms have been relieved after operation. In 12 
patients who have had cardiac catheterization 1 year 
after operation there has been no evidence of a shunt 
at the atrial level. 


Differentiation of Valvar, Subvalvar, and ere 
Aortic Stenosis. ERnest W. Hancock. Guy’s Hosp. 
Rep., Lond., 1961, 110: 1. 


THE AUTHOR STUDIED 162 cases of aortic stenosis and 
reports on the features permitting clinical differen- 
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tiation of valvar, subvalvar, and supravalvar types. 
The percentage incidence of types of stenosis was as 
follows: calcific valvar, 46.2; isolated noncalcific val- 
var, 11.7; aortic stenosis with mitral stenosis, 22.8; 
subvalvar stenosis, 11.1; supravalvar stenosis, 0.6; 
and mild valvar, 7.4. 

The author reports that records of withdrawal 
pressure from the aorta to the left ventricle permit 
accurate assessment of the site of stenosis except in 
those cases in which a subvalvar membranous stenosis 
is too close to the valve. 

The author points out that a systolic aortic-ejection 
click is always present in noncalcific aortic stenosis, 
may be audible in calcific stenosis, and is rarely heard 
in subvalvar stenosis. Evidence is presented to show 
that the click is valvar in origin: hence the absence 
of a click with roentgenographic evidence of no cal- 
cification would argue for a subvalvar lesion. 

Studies of pulse contour tracings reveal that the 
anacrotic, slow rising, late peaked arterial pulse is 
characteristic of fixed organic types of valvar stenosis, 
whereas the more rapidly rising pulse with a peak in 
early or midsystole is more characteristic of a sub- 
valvar stenosis of either organic or functional mus- 
cular types. 

Patients with subvalvar obstruction secondary to 
valvar stenosis may show the muscular type of pulse 
contour either before or after valvar operation. The 
author points out that the presence of anacrotic di- 
astolic pulse does not rule out the presence of a sub- 
valvar stenosis, since 3 of 18 subvalvar patients had 
diastolic murmurs. —Richard E. Gardner. 


Aneurysms of the Previously Ligated Patent Ductus 
Arteriosus. RicHarp S. Ross, FREDERICK P. FEDER, 
and Frank C. SpENcER. Circulation, 1961, 23: 350. 


RECANALIZATION of a ligated ductus arteriosus occa- 
sionally occurs and may be associated with the for- 
mation of an aneurysm. Recanalization and aneurysm 
formation are serious complications associated with 
sizable risks whether they are attacked surgically or 
allowed to remain untreated. 

Five cases of postoperative aneurysm of the ductus 
arteriosus from the Johns Hopkins Hospital, Balti- 
more, Maryland are presented and discussed together 
with 12 from the literature. The ductus had become 
recanalized in all 17 patients, apparently within 6 
months of the original operation. 

Infection was present in 11, having existed pre- 

operatively in only 2 of these patients. 
_ The high incidence of staphylococcal infections is 
in sharp contrast to the high incidence of streptococ- 
cus viridans infections in a simple patent ductus 
arteriosus. Eight of the 9 cases of postoperative infec- 
tion were known to be due to staphylococcus, and in 
7 of these 8 patients symptoms of bacteremia de- 
veloped within 2 months of operation—mean time, 
35 days. These facts suggest that the infection origin- 
ated at operation and persisted because of contami- 
nated ligatures. 

The ductus aneurysm was successfully excised in 7 
patients and closed by the endaneurysmorrhaphy 
technique in another. The morbidity of these 8 
surviving patients included 1 emergency left pneu- 
monectomy, the loss of the left vagus and left recur- 
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rent nerves in 2 cases, a possible persistent arteritis in 
1 case, and loculated pleural effusions in 1 case. The 
over-all operative mortality at the second operation 
was 53 per cent. Three of the deaths occurred during 
or shortly after operation, 2 were caused by persistent 
arteritis, 1 resulted from the rupture of a mycotic 
aneurysm of a pulmonary artery, and the cause is 
unspecified in 3 cases. — James §. Conant. 


Long Term Results of Aortic-Pulmonary Anastomosis 
for Tetralogy of Fallot. Micron H. Pau, Rosert A. 
Miter, and Wiis J. Ports. Circulation, 1961, 23: 
525. 


Tue croup of 100 patients discussed was comprised of 
older children in rather desperate condition and in- 
fants and smaller children for whom the operation was 
especially devised. In 1959 follow-up was obtained on 
92 of those 100 patients operated upon in 1946 and 
1947. A channel of 4 mm. was made in most cases by 
making the incision 6.3 mm. in length. Only 3 pa- 
tients required a second operation to relieve recurrent 
cyanosis. Of the 92 traced, 19 were dead. Nine of these 
died in the operating room or in the immediate post- 
operative period. Of the 10 who died subsequently 
congestive failure was the cause of death in 5 and sub- 
acute bacterial endocarditis in 1. The remaining 73 
patients were analyzed clinically and are grouped as 
follows: 10 per cent excellent, 58 per cent good, 30 per 
cent fair, and 2 per cent poor. 

Roentgenograms were available for 58 of the 73 con- 
tacted, and the majority had slight to moderate 
cardiac enlargement after more than 10 years of a 
functioning aorticopulmonary anastomosis. This en- 
largement was not necessarily correlated with the 
clinical result, since half of the patients with moderate 
cardiac enlargement had a good long term clinical 
result. Twenty-two patients demonstrated a con- 
siderable degree of pulmonary artery dilatation, 
either 2+ or 3+. Electrocardiograms of 45 patients 
showed right ventricular hypertrophy in 16 and com- 
bined ventricular hypertrophy in 22. Pulmonary 
artery pressures were studied in 18 patients. In 10, the 
pulmonary artery mean pressure was less than 20 mm. 
Hg. In 3, the pressures in the pulmonary artery were 
45, 75, and 85 mm. Hg. Pulmonary artery resistance 
was normal in 15 and slightly high in 3. 

Although open heart correction is the ideal pro- 
cedure, anastomotic operations are advisable in se- 
verely cyanotic infants less than 2 or 3 years of age 
suffering from syncopal attacks. Too large a shunt 
must be avoided to prevent heart failure at a later 
date. If an open heart procedure is contemplated at a 
future time, a subclavian-pulmonary anastomosis is 
suggested since it is easier and safer to “‘take down” 
than an aorticopulmonary anastomosis. 

—Gabriel P. Seley. 


Blood Loss and Transfusions During Closed Cardio- 
vascular Operations. Rosert D. Boone and Harris 
JR. J. Thorac. Cardiovasc. Surg., 1961, 


ONE OF THE OBJECTIVES of any surgical procedure is 
the avoidance of blood loss by careful hemostasis. It is 
equally important to replace concomitantly excessive 
blood loss and it is well known that minor blood loss is 
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well withstood. Most adults show no discernible ill 
effects from the loss of a pint of blood or less. One of 
the principal difficulties is che inability of most indi- 
viduals to estimate, with any reasonable accuracy, the 
true blood loss. Any estimation of blood loss should be 
made during the operative procedure rather than 
afterward and when transfusion is required, it is best 
administered concomitantly as blood is lost rather 
than later. 

The authors report on operative blood loss measured 
gravimetrically during 325 operations upon the cardio- 
vascular system. Their studies confirmed their con- 
viction that careful hemostasis obviates the need for 
blood transfusion in a great many of the operative 
procedures performed, that the need for blood trans- 
fusion is better determined by actual measurement of 
blood loss than by any other method, and that the 
simple gravimetric method for estimating blood loss 
is practical and sufficiently reliable for the purpose. 
To calculate blood loss by gravimetric methods, a 
simple scale, such as is normally used to weigh food 
for diabetic patients, is employed. The scale is ac- 
curate to 0.1 gm. Blood lost during the procedure is 
either removed by aspiration and collected in a bottle 
to be measured subsequently or absorbed on dry 
sponges of a uniform weight. The known dry weight 
of the sponges is subtracted from the wet weight and 
the difference expressed in cubic centimeters of blood. 
Every effort should be made to weigh the sponges im- 
mediately so as to minimize loss by evaporation. 

— James H, Holman. 


Endocarditis Complicating Open Heart Surgery. 
Jere W. Lorn, Jr., ANrHony M. Imparato, ALVIN 
and Eucenie F. Doyte. Circulation, 1961, 
23: 489. 


Two proven and 1 suspected case of endocarditis in a 
series of 20 operative procedures for congenital cardiac 
defects form the basis of this report. One patient died 
of Staphylococcus aureus hemolyticus, the organism 
being found in the ivalon sponge used to close the 
defect. The second patient, whose complication was 
also due to a hemolytic staphylococcus, recovered after 
7 weeks of antibiotic therapy. 

The main microorganism to fear is the staphylococ- 
cus which is present in the air and in the nose and 
throat of personnel. Methods of sterilization including 
ultraviolet irradiation are discussed. The heart-lung 
machine should be sterilized by autoclave. 

Septic thrombophlebitis at the site of cutdowns 
must be considered and avoided. 

Contaminated blood is a factor in certain instances. 
Infection can be introduced by means of plastic 
prostheses in spite of autoclaving. Incomplete closure 
of defects leaving thin, high speed jets may be a factor. 
Nonabsorbable material, such as a prosthesis or silk 
sutures, undoubtedly predisposes to infection. 

The value of prophylactic antibiotic therapy is 
questionable, whereas antibiotic therapy is certainly 
very valuable. 

Fever after operation is the best clue to the detec- 
tion of endocarditis. Frequent blood cultures must be 
employed early in the postoperative course. Massive 
contamination is the usual cause of the condition. 
Bactericidal and bacteriostatic drugs must be used. 


Failure to respond to therapy or relapse after apparent 
response should lead to serious consideration of re- 
operation to remove infected foreign material from 
—Gabriel P. Seley, 


within the heart. 


J. L. Enrennarr and M. A. Craman. 7. 
Cardiovasc. Surg., 1961, 41: 503. 


OF A TOTAL of 241 operations for atrial and ventricu- 
lar defects, cerebral complications developed in 12 
patients, varying from hemiplegia to coma. Eleven of 
these patients recovered and 1 died. Extracorporeal 
circulation was used in 9 of the patients and seemed to 
be a causative factor. 

Cerebral complications occurred more frequently 
in patients with large septal defects requiring patch 
closure of the defect and in those with extracorporeal 
circulation for about 39 minutes. Cerebral complica- 
tions seemed to be related to cerebral edema, to air 
embolism across the defect, or to clot embolism from 
the suture line. Antifoam embolization was thought to 
be the most likely factor. Other considerations were 
acidosis, hemoglobinemia, and impairment of a dom- 
inant vertebral artery. —Benjamin G. P. Shafirof. 


Cardiac Arrhythmias Following Intracardiac Sur- 
gery. D. Rassino, Leonarp S. Drerrus, 
and WixiaM Lixorr. Am. 7. Cardiol., 1961, 7: 681. 


Or 211 PATIENTS undergoing intracardiac surgery, 
serious arrhythmias developed in the postoperative 
period in 39. The most frequent disturbance of rhythm 
was atrial fibrillation. Other rapid atrial rhythms 
noted were atrial flutter and atrial tachycardia. Non- 
paroxysmal nodal tachycardia was quite frequent and 
was most often associated with incomplete auriculo- 
ventricular dissociation. This type of arrhythmia was 
usually transient, most of the patients spontaneously 
reverting to their preoperative rhythm within 24 
hours. However 2 patients with tetralogy of Fallot 
died with this mechanism. Most of the disturbances of 
atrial rhythm reverted to a regular sinus mechanism. 
Frequently, discontinuance of digitalis with the de- 
velopment of a nodal rhythm engendered rapid atrial 
mechanisms. 

The development of persistent ventricular ectopic 
beating or complete auriculoventricular heart block 
associated with nonparoxysmal nodal tachycardia or 
ventricular tachycardia was an ominous sign. Five pa- 
tients died with these mechanisms. These disturbances 
were generally caused by the placement of a suture in 
or near the auriculoventricular junction. An internal 
pacemaker with an electrode inserted in the myo- 
cardium prior to closure of the chest is indicated in 
these cases. Open procedures carried out with the aid 
of hypothermia were more frequently associated with 
serious arrhythmias. In the vast majority of cases in 
which rapid atrial rhythms developed, atrial pre- 
mature systoles were seen in the preoperative electro- 
cardiogram. More serious manifestations of these 
problems developed invariably in patients demonstrat- 
ing evidence of either excessive digitalis or insufficient 
digitalis therapy. In most cases the effects of excessive 
digitalis were corrected by the administration of potas- 
sium. All patients having rapid atrial mechanisms re- 
sponded to redigitalization. —Stuart L. Scheiner. 


Cerebral Complications of Open Heart Surgery. 
ac. 


The B 
can 
| 
ben 
Zbl. 
THE 
and tl 
| suppl 
esoph 
| inject 
and, 
ings, 
| studi 
Fo 
| five 
| crico 
verte 
inate 
| arte! 
by a 
the 
vert 
tom 
| four 
The 
cost 
the 
ade 
out 
and 
gas' 
gas 
an. 
tior 
suf 
| Th 
| fro 
cm 
an 
co 
lo 
| T 
| lit 
| 
| 
0 
a 
r 
I 


ESOPHAGUS AND MEDIASTINUM 


The Blood Supply of the Esophagus and Its Signifi- 
cance in Surgery (Ueber die Blutversorgung des 
Oesophagus und die chirurgische Bedeutung dersel- 
ben). L. E. Szasé, S. KarAcsonyt, and Zs. PATaky. 


Zbl. Chir., Leipzig, 1961, 86: 619. 


Tue PURPOSE of this study, undertaken upon 10 dogs 
and the cadavers of 12 infants, was to define the blood 
supply to the surgically important segments of the 
esophagus. The arterial system of the cadavers was 
injected with red latex. The esophagus was dissected 
and, after documentation of the macroscopic find- 
ings, microscopic serial sections were prepared and 
studied. 

For discussion, the authors divide the organ into 
five segments, the first extending from below the 
cricoid cartilage to the level of the second thoracic 
vertebra. The arterial blood supply is good and orig- 
inates chiefly from branches of the inferior thyroid 
artery. The second segment is rather poorly supplied 
by arteries directly from the aortic arch, rendering 
the section between the second and the fourth dorsal 
vertebrae susceptible to necrosis if used for anas- 
tomosis. The third segment is the portion from the 
fourth dorsal vertebra to 4 to 6 cm. above the hiatus. 
The blood supply is abundant by way of the inter- 
costal and bronchial arteries and anastomosis with 
the left gastric and inferior phrenic arteries, so that 
adequate mobilization of the organ can be carried 
out without jeopardizing the circulation. The fourth 
segment is the remainder of the thoracic esophagus 
and, since the blood is largely supplied by the left 
gastric artery which often is transsected during a 
gastrectomy, this segment is also not well suited for 
an anastomosis. The last segment, the abdominal por- 
tion of the esophagus, has again a good arterial blood 
supply, which can be endangered, however, by liga- 
tion of the superior branches of the left gastric artery. 
The study suggests that the third segment, i.e., that 
from the level of the fourth dorsal vertebra to 4 to 6 
cm. above the diaphragm, offers the best anatomic 
and physiologic conditions for use in an anastomosis. 

—Eckhard Fischer. 


The Lower End of the Esophagus. Joun Haywarp. 
Thorax, Lond., 1961, 16: 36. 


THE PuRPOsE of this report is to dispel some of the 
confusion which exists in the literature regarding the 
lower end of the esophagus as concerns the pathology, 
physiology, and even anatomy of this particular area. 
The author states that by the general opinion in the 
literature the esophagus is defined as the tube con- 
ducting the food from the throat to the stomach and 
that all of this tube is regarded as esophagus irrespec- 
tive of its lining. Because the lower 1 or 2 cm. of this 
tube is normally lined with columnar epithelium, the 
author rejects the previously held opinion that the 
Sonne is a tube lined only by squamous epithe- 
um. 

If the author’s suggestions regarding the anatomy 
of the esophagus are accepted, all of the literature 
about gastric epithelium in the esophagus in cases of 
reflux esophagitis becomes invalid, because, with the 
new outlook, it is simply esophageal epithelium in the 
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esophagus. The author believes it to be neither ec- 

topic, congenital, nor permanent, nor in need of 

resection but to be metaplastic and reversible. 
—Gordon F. Madding. 


Diverticulum. Davin P. Boyp and HeEr- 
BERT D. Apams. NV. England 7. M., 1961, 264: 641. 


THE AUTHORS REVIEW 437 cases of patients with 
esophageal diverticula, 425 pharyngoesophageal and 
12 supradiaphragmatic, seen from 1925 to January 
1960. Although they had long championed 2 stage 
excision because of the low mortality, 0.45 per cent, 
the 1 stage open procedure is now preferred in a desire 
to arrive at a more controlled operation with a lower 
incidence of recurrence. 

The pathogenesis of a pharyngoesophageal divertic- 
ulum is traced from the initial protrusion of the 
mucosa, through the symptomatic stage with inter- 
mittent filling, to the final stage of a large, dependent 
sac which distorts and obstructs the esophagus. This is 
illustrated by diagrams and roentgenograms. Ex- 
cision is indicated when the diverticulum becomes 
symptomatic; untreated, it predisposes to aspiration 
pneumonitis and inanition. An incision along the 
anterior border of the sternocleidomastoid muscle is 
favored. The surgical technique is described in the 
article. 

The authors believe that the risk of the open opera- 
tion is small and that it avoids recurrence and stric- 
ture. Complications with the 2 stage technique were 
recurrence, 13; recurrent laryngeal nerve injury, 12; 
prolonged fistula, 3; severe stricture, 3; mediastinitis, 
1; and pneumonitis, 1. There were no deaths, compli- 
cations, nor recurrences in the patients more recently 
treated by the 1 stage open operation. 

—James F. Mongé. 


The Treatment of Fibrous Stricture of the Esophagus 
Associated with Hiatal Hernia. HaAywarp. 
Thorax, Lond., 1961, 16: 45. 


THis REPORT is based on the experiences of the author 
in personally treating 14 patients with fibrous stricture 
of the esophagus associated with hiatal hernia. This 
experience has led to the conclusion that the best 
method of treatment for most of these patients consists 
of an operation in which the steps are (1) freeing the 
strictured part of the esophagus, (2) splitting the stric- 
ture internally, and (3) repairing the hernia, followed 
by postoperative self bouginage for a limited period 
when necessary. The hernia repair must include 
proper fixation of the esophageal attachment of the 
phrenoesophageal ligament under the hiatus. Such 
treatment is based on the opinion that these strictures 
are acquired and are due to esophageal reflux. 

It is thought that the reflux is almost always due to 
a sliding hiatal hernia which may be small and has 
probably often been missed. Resections for this condi- 
tion are condemned. —Gordon F. Madding. 


The Ligament in Hiatal Hernia 


horax, Lond., 1961, 16: 41. 


SuRGICAL oOPINions on the phrenoesophageal ligament 
in hiatal hernia repair vary from those that ignore it to 
those that regard its careful suture to the diaphragm 
as important and also those that recognize its existence 


Repair. Joun Haywarp. 
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but believe it is of no importance in the repair of hiatal 
hernia. 

The author has never found the phrenoesophageal 
ligament inconspicuous or useless as a means of repair, 
and this report was written to stress this point and to 
show how such opposite opinions may have arisen. 

A method is described, with sketches, that is used 
by the author for fixing this ligament to the lower 
edge of the hiatus. Neither the wall of the esophagus 
nor of the stomach should be included in any stitches 
used in the repair. —Gordon F. Madding. 


DIAPHRAGM 


Surgery of the Diaphragm in Children (Die Chirurgie 
des Zwerchfells im Kindesalter). R. M. Konrap and 
G. Rorruorr. Zbl. Chir., Leipzig, 1961, 86: 894. 


FoRTY-NINE CHILDREN from the age of 24 hours to 14 
years were operated upon in a surgical clinic in Diis- 
seldorf, Germany in the last 10 years with an operative 
mortality of 15 per cent. 


The thoracic cavity was entered through the eighth 
or tenth intercostal space, thereby assuring a better 
view of both cavities. An incision two to three spaces 
higher was made for hiatus hernia and brachyesopha- 
gus. Visceral prolapses of an acquired nature have 
adhesions which must be freed before the repair js 
begun. Openings in the diaphragm were closed with 
interrupted sutures to the costal musculature if they 
occurred near the side. Nylon plates measuring 4 by 7 
cm. were used to cover up large defects. Parasternal 
and retrosternal hernias were closed by suturing the 
anterior diaphragmatic musculature to the costal 
cartilage with a U type suture. 

The congenital short esophagus still remains a 
problem. In some cases the esophagus was freed up to 
the aortic arch and then stretched and attached to the 
stomach. If this was not possible the diaphragm was 
elevated and the cardia was implanted in the right 
dome. Early intervention is recommended in order to 
prevent secondary changes in the esophagus. 

—Andrew P. Adams. 
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SURGERY OF THE ABDOMEN 


GASTROINTESTINAL TRACT 


Surgical Management of Reflux Esophagitis. CHARLES 
J. Horr and Atrrep M. Larce. Ann. Surg., 1961, 
153: 555. 


IN THE TREATMENT of advanced esophagitis, the 
authors utilize vagotomy, distal resection, and Roux 
Y gastrojejunostomy. In cases of obstructive esopha- 
gitis, a 2 stage procedure is carried out, consisting 
of the following maneuvers: resection of the ob- 
structed distal segment of the esophagus, proximal 
area of the cardia, and 30 to 40 per cent of the 
distal portion of the stomach, vagotomy, and Roux 
Y gastrojejunostomy. Vagotomy and proximal esoph- 
agogastric resection comprise the first stage of this 
procedure. With these procedures the obstruction 
is removed and the new esophagogastric anastomosis 
is rendered free of acid, bile and amylase, thus avoid- 
ing the distressing complication of esophagitis. 

In the 11 patients reported on there were no 
postoperative fatalities. The course of these patients 
has been followed for 6 months to 8 years and in all 
instances excellent results have been obtained without 
persistence or recurrence of esophagitis. 

—John W. Braasch. 


Hemorrhage from Gastritis. Jens G. RosENKRANTZ and 
MarsHaLt K. Bartett. Ann. Surg., 1961, 153: 617. 


ForTy-FOUR CASES of significant bleeding from the 
upper gastrointestinal tract resulting from gastritis 
are presented. Only those cases in which the diagnosis 
of gastritis was established by gastroscopy, operation, 
or postmortem examination were included. 

For purposes of clinical classification, these patients 
were divided into 2 categories: 26 with moderate 
bleeding, less than 1 liter of blood loss during the 
first 24 hours of hospitalization, and 18 patients with 
severe bleeding. In 18 of the 26 patients with moderate 
bleeding, the bleeding stopped after conservative 
therapy. An increase in blood loss to over 1 liter a 
day was noted in the other 8 patients. Of these 8, 
bleeding stopped in 4 without an operation, 1 died 
while bleeding, and 3 required operative intervention. 
Thus, of 26 patients with moderate bleeding, 3 
required surgical help. 

Of the 18 cases of severe bleeding, hemorrhage 
stopped with conservative therapy in 4, 2 patients 
died of hemorrhage, and 12 patients required opera- 
tive intervention. 

Many operative approaches to this problem have 
been tried in the past. These include suture of the 
bleeding point, total gastrectomy, vagotomy, or even 
devascularization of the proximal portion of the 
gastric pouch after subtotal resection. The authors 
recommend partial gastrectomy of the distal segment 
as the best operative procedure. Of 15 patients who 
were operated on to control hemorrhage, 14 were 
treated by distal partial gastrectomy and 1 by total 
gastrectomy. Three fatalities, not the result of hemor- 
thage, occurred. Eight patients had no further 


bleeding. Of the 7 others upon whom distal partial 
gastrectomy was performed, 4 had further bleeding 
which stopped within 2.5 days after the operation. 
Bleeding continued in the other 3 for an average of 
7 days but stopped eventually without recourse to 
further operative intervention. 

Follow-up on 12 patients who were treated con- 
servatively showed that during an interval of 2 to 
10 years, 8 had recurrent bleeding. The course of 
13 patients with subtotal gastrectomy was followed 
up for 1 to 15 years and subsequent bleeding occurred 
in 4. 

The results of this study seem to indicate that 
any patient with gastritis who loses less than 1,000 
c.c. of blood a day will probably stop bleeding with 
conservative management. The likelihood that 
emergency surgical procedures will be necessary is 
high in those patients who lost more than 1 liter of 
blood a day. The authors recommend a standard 
distal subtotal gastrectomy since, in most instances, 
the bleeding is from the distal part of the stomach. 
Besides giving the best chance of controlling massive 
bleeding, subtotal gastrectomy seems to prevent a 
high incidence of recurrent hemorrhage. 

— John W. Braasch. 


Benign Tumors of the Stomach (A propos des tumeurs 
dites ‘‘bénignes” de l’estomac). ALatn Moucuet, J. 
Marguanp, J.-P. Garcin, and H. Mir-Atar. 7. 
chir., Par., 1961, 81: 295. 


TWENTY-FIVE CASES of benign tumor of the stomach 
were reviewed. The most important and commonest 
lesion is a schwannoma. There were 9 examples of this 
lesion in this series. There were 5 polyps of the stom- 
ach, 4 leiomyomas, and 2 lesions in which the exact 
diagnosis was undetermined and the opinion differed 
as to whether they were neurinomas or were leio- 
myomas. There was 1 example each of fibroma, lipo- 
ma, accessory pancreas, hemolymphangioma, and 
polyadenoma. 

The most frequent location of benign tumors of the 
stomach is in the antrum or the pyloric region. Often 
they produce intermittent pyloric obstruction. There 
were 16 lesions in this region. The second and most 
common site is the midgastric region; 8 tumors were 
in this location. Only 2 benign tumors were located 
high in the stomach. 

There are no characteristic signs or symptoms of be- 
nign tumors of the stomach. Often they are discovered 
at operation or on roentgenographic examination. 
Three in the present series were discovered on palpa- 
tion of the abdomen. Twelve of the 25 patients bled. 
Occasionally, the hemorrhage was severe. Pain oc- 
casionally occurs but is of no characteristic type. 
Dysphagia is rare. Vomiting occasionally occurs and 
when it does it is an indication of pyloric obstruction. 
Among the tumors that were palpable, there was 1 
schwannoma, 1 lesion of uncertain histology, and in 1 
patient a polyp. Of 12 patients with anemia 7 had 
schwannomas, 1 fibroma, 1 lipoma, 2 polyps, and 1 
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had a lesion of uncertain diagnosis. In the cases with 
pyloric obstruction there were 2 polyps, 1 adeno- 
matous polyp, and 1 leiomyoma. 

Treatment of the 25 patients was simple excision of 
the tumor in 8 cases, resection of the tumor with part 
of the gastric wall in 4 cases, subtotal gastrectomy in 
11 cases, and total gastrectomy in 2. There were no 
tumors in which proximal gastrectomy seemed in- 
dicated. 

The diagnosis of benign tumors may be suspected 
on roentgenographic or gastroscopic examination, but 
surgical excision with histologic study is always neces- 
sary for an exact diagnosis. No standard therapy can 
be applied. Usually the surgeon can recognize the 
benign nature of the disease at laparotomy, particu- 
larly when the stomach has been opened by gastrotomy. 

—Frederick W. Preston. 


Carcinoma of the Stomach. SranLEy O. Hoerr. Am. 7. 
Surg., 1961, 101: 284. 


THE PREVAILING ATTITUDE toward carcinoma of the 
stomach is pessimistic because of the exceedingly 
small sa'vage rate reported in some careful studies. 
In this disease symptoms often occur late in the 
course of the illness and are usually insidious. Diag- 
nosis is difficult because of the lack of objective 
findings, and the proximity of vital structures makes 
wide excision of an extensive gastric lesion impractical 
in many instances. A simple clinical classification of 
the stage of the disease when first seen by the surgeon 
is presented, and based on this staging, the author 
finds that the response to treatment is not at great 
variance with the results that follow therapy for 
other malignant lesions generally regarded as more 
favorable. 

The therapeutic approach to treatment of cancer 
of the stomach follows three principles: (1) Every 
patient with suspected malignant disease of the 
stomach should have surgical exploration unless 
there is histologic proof of distant metastases, or the 
patient is physically unable to withstand the opera- 
tion; (2) at operation a careful search for distant 
metastases must be made, and if negative, the primary 
lesion should be widely excised, including the ad- 
jacent nonessential structures in an en bloc resection 
if the primary tumor invades them; (3) if the lesion 
is incurable by reason of distant metastasis or local 
extension, one should think carefully before per- 
forming a palliative resection, since the mortality is 
high and palliation often fails. 

The present series includes 254 patients with car- 
cinoma of the stomach, excluding lymphoma and 
sarcoma, seen over a 10 year period. Of these, 125 
underwent resection with the expectation of cure 
based on the clinical findings at the time of operation. 
Of these the hospital mortality was 7.2 per cent. 
Thirty-one patients underwent palliative resection 
with a mortality of 19.3 per cent, and 98 patients 
had biopsy only with a mortality of 3. 1 per cent. 

The author believes that guarded optimism regard- 
ing treatment of carcinoma of the stomach is justified. 
In his series, 8 of 10 patients who showed no metastases 
and the primary lesion confined to the inner coats 
of the stomach at the time of operation were alive 
and well 5 or more years after resection. Fifty-five per 


cent of all patients who had no involved nodes were 
alive and well 5 years or more after operation, but 
none of the 96 patients with distant metastases jn 
whom a biopsy only was performed was alive 1 year 
after the operation. — Wayne F. Cameron, 


The Pathology and rig oman of Gastric Carcinoma, 
Remar EKER and Jon Erskinp. Acta chir. scand., 1960, 
Suppl. 264. 


Tuis Is an exhaustive study of the pathologic findings 
in and prognosis of gastric carcinoma in 1,784 stom- 
achs with malignant tumors partially or totally re. 
sected over the period of 1939 to 1954. The present 
report deals more specifically with the clinical course 
of 1,314 patients with carcinoma. 

The 5 and 10 year survival rates are about the same 
for the partially resected and the totally resected 
patients. The 5 year survival rate is approximately 
26 per cent and the 10 year survival rate 17 per cent. 
Most of the patients die during the first 3 years post- 
operatively. The postoperative death rate in the sub- 
totally resected group was about 10 per cent and the 
death rate in the totally resected group was about 22 
per cent. 

About 75 per cent of the gastric carcinomas are in 
the extreme grades of malignancy. The absence of 
lymph node metastases increases the 5 year survival 
time 4 fold. Persons with malignant lesions of a high 
grade without metastases have a poorer prognosis than 
those with low grade tumors with metastases. This 
fact indicates that high grade lesions spread by chan- 
nels other than the lymphatics. It seems reasonable to 
conclude that low grade tumors spread primarily via 
the lymphatics. More radical operation in low grade 
tumors should improve the prognosis. The lower the 
grade of the tumor in any particular microscopic type 
the better the prognosis. The type on macroscopic 
examination was found to correlate with prognosis. 
The diffuse infiltrative type of tumor was associated 
with a poor prognosis, whereas the papillomatous types 
were associated with more favorable prognoses. 

The larger tumors were associated with a poor 
prognosis. Many large tumors were found in this 
series. Tumors located in the antrum of the stomach 
have a better prognosis than those situated in other 
segments. Circumferential tumors are associated with 
a very poor prognosis. Persons with chronic gastric 
complaints and in whom carcinoma ultimately de- 
velops seem to have a better prognosis than persons 
with a more recent history. It is pointed out that the 
shorter the duration of symptoms, the poorer the 
prognosis. The combination of grade of malignancy 
and extent of metastases seems to give the best prog- 
nostic information from the standpoint of the path- 
ologist. 

The authors note the universal difficulty in the 
classifying of microscopic types and grading of malig- 
nant lesions. They express a hope that more investi- 
gators will accept their classification, as it seems to be 
fairly clear-cut. They discuss at some length adeno- 
carcinomas versus scirrhous carcinoma of the stom- 
ach. It is their feeling that scirrhous carcinoma has a 
different pathogenesis and cause than adenocarcinoma. 

The paradox between duration of symptoms and 
prognosis has previously been stated. It has also been 
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noted that the prognosis is better in patients with 
smaller lesions. It would seem, therefore, that for the 
individual patient the chances of cure are greater the 
earlier the diagnosis is made and treatment carried 
ut. 

7 The authors advocate more radical surgical methods 
and suggest the possibility of finding adjuvant measures 
such as chemotherapy. — Richard L. Lawton. 


Malignant Lesions of the Stomach in Hawaii; Ex- 
eriences with 350 Patients, J. E. Srrope. Surgery, 
1961, 49: 573. 


Tus ARTICLE reviews 350 patients with malignant 
lesions of the stomach operated upon in the Depart- 
ment of Surgery of the Straub Clinic, Honolulu, 
Hawaii since 1935. All of the 283 patients operated 
upon 5 or more years prior to this review have been 
traced. During this same period 413 benign ulcerating 
lesions of the stomach have been resected. Although 
the average age of the patients with malignant lesions 
was 57 years, 5 of the patients were in their twenties. 
More than two-thirds of the patients were Japanese. 
The greater frequency of gastric cancer in Hawaii 
is due to the high percentage of the population with 
Japanese ancestry. Males outnumbered females 
almost 3 to 1. 

About half of the lesions occurred in the pyloric 
region and only 47 were in the proximal portion of 
the stomach. Operations performed were exploratory 
laparotomy only in 101 patients, gastroenterostomy 
in 28, gastric resection in 175, and total gastrectomy 
in 46. The over-all mortality was 10 per cent; 11.6 
per cent for gastric resection and 17.1 per cent for 
total gastrectomy. Palliative resection was frequently 
indicated for obstruction or hemorrhage. Although 
10 of them had regional lymph node metastases, 37 
patients lived 5 years. This figure represented 13 per 
cent of those eligible for such a follow-up. In none 
had the cancer spread beyond the nodes. When there 
was no extension of the cancer outside the stomach, 
57.4 per cent lived 5 years. Presence or absence of 
spread beyond the stomach was of greater significance 
in estimating prognosis than was histologic grading. 
Other observers have found histologic grade a more 
reliable indicator of prognosis. Only 2 of 100 patients 
with a palpable epigastric mass survived 5 years. 
Whereas 29 with a lesion of the distal portion of the 
stomach lived 5 years, no patient with a lesion of the 
proximal portion of the stomach did so. In the author’s 
experience superradical resections and total gastrec- 
tomy have not improved the results, and only 2 of 
the 46 patients with total gastrectomy are living 5 
years after operation. 

The author urges the removal of all ulcerating 
lesions of the stomach and early exploration for cases 
in which a definite diagnosis cannot be made. There 
is no accurate method of determining preoperatively 
which ulcer is benign. The most favorable results 
have followed removal of malignant ulcers that clini- 
cally were expected to be benign; rarely does a patient 
with obvious cancer survive 5 years. Lesions that 
are known to be precursors of malignancy, such as 
polyps or pernicious anemia, should be removed or 
the patient should be followed up carefully. Regard- 
less of the biologic characteristics of the lesion, earlier 
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diagnosis and earlier operation will improve the 
results. — James F. Mongé. 


Primary Sarcomas of the Stomach. RicHarp T. SHAcK- 
ELFORD, SUMNER Woop, JR., and Joun K. Borrnorr. 
Am. F. Surg., 1961, 101: 292. 


AN ANALYsts of the cases of 28 patients with primary 
sarcoma of the stomach treated by surgical explora- 
tion at the Johns Hopkins Hospital, Baltimore, Mary- 
land is presented. There were 13 reticulum cell sar- 
comas, 13 leiomyosarcomas, and 2 lymphosarcomas. 
The reticulum cell sarcomas and the leiomyosarcomas 
occurred with parallel frequency in patients of similar 
age and sex; the youngest patient with either tumor 
was 17 and the oldest was 72. The largest number di- 
agnosed were in patients in the sixth decade. Neither 
age nor sex appeared to influence the result. 

There were no characteristic nor constantly occur- 
ring signs or symptoms. Most often the picture was 
that of a peptic ulcer or gastric carcinoma. Abdominal 
pain, weight loss, anemia, melena, and vomiting were 
the five symptoms that occurred most frequently, but 
none occurred in all the patients. In all the patients 
the lesion was demonstrated by roentgenogram of the 
upper gastrointestinal tract. In 18 patients this roent- 
genographic demonstration occurred at the first ex- 
amination, but in 5 patients a lesion was not revealed 
at the first examination. In 1 of these 5, four roent- 
genographic examinations were required at brief in- 
tervals before a suspected lesion was demonstrated, 
and at operation this lesion was found to be too ex- 
tensive for its removal. 

Each case is presented with the findings, treatment, 
course, and result. It was noted that reticulum cell 
sarcomas were most satisfactorily treated by resection 
and postoperative radiation. Of these patients, 1 is 
living and well 9 years later, and 1 died of a coronary 
occlusion 4 years after operation. The remainder died 
of recurrent tumor except for 1 immediate postopera- 
tive death. 

Of the 2 patients with lymphosarcoma, 1 was con- 
sidered unresectable and only a biopsy was performed. 
However he was treated subsequently by radiation 
and nitrogen mustard therapy and has had a pallia- 
tion for 12 years after the initial exploration. The 
other patient with lymphosarcoma similarly was un- 
resectable and only a biopsy was performed. No 
treatment of any kind was administered to this patient 
who is still living although ill, 20 months after opera- 
tion. Eleven of the 13 patients with leiomyosarcomas 
underwent a subtotal or total resection of the stomach. 
One of these patients has survived for 9 years but has 
been reoperated on three times for recurrences. The 
authors note that lymph node involvement by leio- 
myosarcoma of the stomach in their experience was 
remarkably uncommon. However venous invasion by 
the tumor as demonstrated by the Verhoeff and Van 
Gieson stains showed 7 cases in which venous invasion 
could be demonstrated and 5 in which it could not. 
Of the patients without venous invasion, none sub- 
sequently died with tumor; of the 7 patients with 
venous invasion, 7 subsequently died with recurrent 
leiomyosarcoma. The authors conclude that the his- 
tologic finding of venous invasion by the tumor in- 
dicates a poor prognosis by resection alone and suggests 
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the future consideration of supplemental chemo- 
therapy. — Wayne F. Cameron. 


Traumatic Duodenal Injuries: An Analysis of 86 
Cases. Georce R. Burrus, J. F. HowEtt, and GEoRGE 
L. JORDAN, JR., 7. Trauma, 1961, 1: 96. 


IN THE TREATMENT of 86 patients with duodenal 
injury, a mortality rate of only 23 per cent is reported. 
As might be expected, the fatalities are mainly the 
result of associated injuries of the liver, other hollow 
viscera, pancreas, and the major vessels, in that order. 
Remarkably, in only 1 instance was the cause of 
death related to duodenal fistula. The injured duo- 
denum was managed by duodenorrhaphy in 78 
patients, duodenostomy in 2, duodenojejunostomy in 
2, and gastroduodenostomy in 1. Gastrojejunostomy 
was performed as an additional procedure in 8 
other patients in whom closure of the duodenal wound 
appeared to compromise the lumen. Fistula forma- 
tion developed in only 3 patients in whom the 
duodenal injury was recognized at the time of the 
first operation. These 3 fistulas closed spontaneously. 
A fourth fistula resulted from an injury unrecognized 
at the first operation and ended in a fatality. 

The adjunctive management of such situations with 
suction, maintenance of fluid, electrolyte and nutri- 
tional balance, and restoration of gastrointestinal 
continuity is discussed. The authors also consider 
the suggestion of Welch that, in the treatment of 
major lateral fistulas, a limited resection of the 
stomach should be performed with the placement 
of a tube in the duodenal stump to change a lateral 
fistula into an end fistula. Alternative methods of 
treatment, such as the passage of a feeding tube into 
the upper jejunum with the placement of another 
tube in the stomach for suction, are described. The 
management of other complications, such as ab- 
dominal abscess, pancreatic fistula or pseudocyst, is 
also considered. —John W. Braasch. 


Partial Gastrectomy for Chronic Duodenal Ulcer with 
Hemorrhage; Results in 450 Cases. Louis T. 
Patumpo and WENDELL S. SHARPE. Surgery, 1961, 
49: 585. 


HEMORRHAGE results in the greatest morbidity and 
the highest mortality of all the complications ot 
chronic duodenal ulcer. A more positive medical and 
surgical approach to the management of hemorrhage 
in all age groups will improve the survival. A report 
on partial gastrectomy in 450 consecutive patients 
with chronic duodenal ulcer that bled is given. All the 
patients were admitted from 1946 to 1958 to the senior 
author’s surgical service at the Veterans Administra- 
tion Hospital in Des Moines, Iowa. His guidance and 
supervision standardized much of the management. 
The average age was 54.2 years and the median age 
50. In the group of less than 50 years of age the mean 
duration of symptoms was 15 years, whereas in the 
equal number of patients who were 50 or more it was 
8.5 years. Previous operations had included closure 
of a perforation in 52 patients, gastroenterostomy in 
15, and partial gastric resection in 13. These 450 pa- 
tients accounted for 64 per cent of all gastric resections 
for duodenal ulcer that were performed during the 12 
year period. 
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The cases were classified according to the degree of 
bleeding. Massive hemorrhage was defined as (a) 5 or 
more transfusions of 500 ml. whole blood required in a 
period of 24 or 48 hours to stabilize the blood volume 
or (b) hemoglobin concentration of 7.0 gm. per cent or 
less on admission. Moderate hemorrhage was (a) less 
than 5 transfusions required or (b) hemoglobin con- 
centration of 7.0 to 10.0 gm. on admission. All other 
cases were placed in the minimal category. 

The chance of massive hemorrhage was 30 per cent 
greater for the patient 50 or older. Massive bleeding 
occurred in 39 per cent of the patients, whereas 25 per 
cent of the patients were classified as having moderate 
hemorrhage. The incidence of recurrent hemorrhage 
was as great in the young patient of less than 50 years 
of age, as in the one 50 or older. 

Approximately 75 per cent of the stomach, includ- 
ing practically all of the lesser curvature, was resected, 
and an anterior gastrojejunal anastomosis performed. 
The duodenal ulcer was removed in every case. 
There was a much higher incidence of complications, 
320 in 299 patients, than occurred in patients with 
duodenal ulcer operated upon for reasons other than 
hemorrhage. There were 25 deaths, or a mortality 
rate of 5.6 per cent, in the entire group. Myocardial 
infarction accounted for 6 deaths and pulmonary in- 

farction for 2. The rest of the deaths were due to post- 
operative hemorrhage—5, perforation of the duodenal 
stump or gangrene of the duodenum—5, acute pan- 
creatitis—5, breakdown of the anastomosis—1, and 
hepatic failure—1. 

The mortality rate was 9.1 per cent in the 175 pa- 
tients operated upon for massive hemorrhage; 11.4 
per cent when it occurred in persons more than 50 
years old, but only 5.7 per cent in the group less than 
50. The mortality was 12.8 per cent in the 81 patients 
who had an emergency operation, 5.9 per cent in the 
101 with early elective operation 7 to 14 days after 
operation, and 3.3 per cent in the group of 268 with a 
late elective resection. Reflected in these figures is the 
fact that 75 of the patients who underwent emergency 
operations were more than 50 years old, and 45 of 
these had massive bleeding. 

Massive hemorrhage occurs more frequently in all 

age groups than bleeding of lesser degrees. Age should 
no longer be the main determining factor for surgical 
intervention, but rather surgical intervention should 
be based upon individual judgment in each specific 
case. Serious hazards are associated with hemorrhage 
at any age, and the young patient should not be sub- 
jected to recurrent disability, only to undergo oper- 
ation when he is older and the risks are higher. Earlier 
and more frequent surgical intervention in the younger 
patient will lead to further reduction of morbidity and 
mortality rates. — James J. Mongé. 


Comparison of Surgical Treatments of Duodenal 
cer. L. KrazER FERcuson, JosE L. Bravo, and 
Moreve Nussaum. Arch. Surg., 1961, 82: 627. 


THE INDICATIONS for operation for duodenal ulcer are 
hemorrhage, obstruction, perforation, and intracta- 
bility. The selection of operations to be performed has 
been narrowed down to a comparative few. In order 
to evaluate 50 per cent gastrectomy and vagotomy 
and 75 per cent gastric resection as operations for 
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duodenal ulcer, 2 groups of 100 patients are com- 
pared, 1 group treated by each method. The evalua- 
tions of the clinical results for the 2 groups are seen to 
be somewhat at variance because the operation of 50 
per cent gastrectomy and vagotomv has been used for 
a shorter period of time and the follow-up period is 
necessarily shorter than that for the 75 per cent gastric 
resection group. 

It is estimated that the results of 50 per cent gas- 
trectomy and vagotomy were excellent in 92 per cent 
and good in 8 per cent of the patients followed up. 
After 75 per cent gastric resection, the results were 
excellent in 79 per cent, good in 17 per cent, and fair 
and poor in 4 per cent. 

After 50 per cent gastrectomy and vagotomy, 30 
per cent of the patients gained weight, 23 per cent 
lost, and 47 per cent remained stable. After 75 per 
cent gastric resection, 17 per cent gained weight, 23 
per cent lost, and 60 per cent remained the same. 

Dumping after operation was not a great factor. 
The postoperative complications were considered 
slightly higher after 50 per cent gastrectomy and 
vagotomy, but the physiologic aim of an operation 
for duodenal ulcer seems better accomplished in these 
than in gastric resection, by more regularly and com- 
pletely obtaining an enduring and adequate reduction 
of gastric acid. 

It was concluded that in the authors’ hands, 50 per 
cent gastrectomy and vagotomy is a better operation 
for duodenal ulcer than is a 75 per cent gastric 
resection. —Stephen A. Lieman. 


Hemigastrectomy and Vagotomy in the Treatment of 
Duodenal Ulcer. R. H. SmirHwick, Harotp W. 
Harrower, and Dovuctas A. FARMER. Am. 7. Surg., 
1961, 101: 325. 


THE AUTHORS’ EXPERIENCES since 1946 in treating 
patients with duodenal ulcer by a conservative type 
gastrectomy combined with vagotomy aresummarized, 
are compared with the results of patients of their own 
who were treated with subtotal gastrectomy alone, 
and also compared with the results of more conserva- 
tive procedures—vagotomy and gastroenterostomy; 
vagotomy and pyloroplasty—as reported in the 
literature. Postoperatively the presence of free hy- 
drochloric acid was studied, and it was found that of 
18 patients having gastrojejunal ulcers after various 
operations, all had free hydrochloric acid present; 
75 per cent of 16 patients with gastroenterostomy and 
vagotomy and 50 per cent of 6 patients with one- 
third gastrectomy and vagotomy had free hydro- 
chloric acid present. Of 24 patients in whom extensive 
gastrectomy of two-thirds to four-fifths was performed, 
67 per cent had no free hydrochloric acid, and in 10 
patients with hemigastrectomy and vagotomy, 80 per 
cent had no free hydrochloric acid. These results 
compared favorably with those in 10 patients under- 
going extensive gastrectomy with vagotomy, 80 per 
cent of whom also showed free hydrochloric acid ab- 
sent. The mortality rate for an extensive series of pa- 
tients with hemigastrectomy and vagotomy was 2.0 
per cent and with subtotal gastrectomy was 3.3 per 
cent. 

The clinical results in patients 1 to 13 years after 
Operation were divided into 4 categories: excellent, 
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good, fair, or poor. Excellent meant perfect results 
and an asymptomatic patient. Good meant some 
minor digestive complaints, and fair meant definite 
secondary side effects which were not disabling and 
were regarded by the patient as less troublesome than 
his preoperative condition. The patients with poor re- 
sults had severe symptoms resulting from the opera- 
tion, such as dumping syndrome, nutritional prob- 
lems, or digestive disturbances which were as bad or 
worse than the original symptoms, but were without 
evidence of recurrent ulceration. When hemigastrec- 
tomy with vagotomy was compared with subtotal 
gastrectomy, it was found that in the former category 
there were 29 per cent excellent results, 42 per cent 
good results, 24 per cent fair results, and 5 per cent 
poor results. In patients undergoing subtotal gastrec- 
tomy, there was 17 per cent excellent results, 36 per 
cent good results, 28 per cent fair results, and 17 per 
cent poor results. 

The authors conclude that the results of hemigas- 
trectomy combined with vagotomy are superior to 
those of subtotal gastrectomy from every view point 
in their experience and they employ this technique as 
a procedure of choice in the treatment of duodenal 
ulcer. — Wayne F. Cameron. 


Vagotomy, Pyloroplasty, and Suture—A Safe and Ef- 
fective Remedy for the Duodenal Ulcer That 
Bleeds. Howarp E. Dorrton. Ann. Surg., 1961, 153: 
378. 


A series of 100 consecutive patients with bleeding 
duodenal ulcer of varying degrees of severity treated 
by vagotomy, suture of the bleeding point when indi- 
cated, and a drainage procedure, usually pyloroplasty, 
followed up for an average of five and one-eighth years 
is presented. In the series there has been no operative 
mortality. Forty-two of the patients were in critical 
condition with presumed continuing hemorrhage at 
the time of operation and 14 were actively bleeding at 
the time of operation. There was no recurrence of 
bleeding in the immediate postoperative period. 
Fifty-three patients with mild to moderate bleeding 
treated and traced have had 5 recurrences of bleeding. 
The average recurrence rate in 92 patients with all 
types of bleeding treated and traced has been 6.5 per 
cent. —W. Foster Montgomery. 


Gastroduodenal Perforation; A Report of 120 Cases 
Over 5%4 Year Period with Consideration of 
the Role of Primary Gastrectomy. AuBRE DE L. 
aa and AARON Pricot. Ann. Surg., 1961, 


THREE MODALITIES of therapy are available for the 
treatment of perforated peptic ulcer: (1) nasogastric 
suction, (2) simple closure with nasogastric suction, 
and (3) primary subtotal gastrectomy. The authors 
believe that perforation takes place in an ulcer that is 
within the framework of existing ulcer disease, and 
that, at the time of perforation, this disease is active 
and progressive. Perforation, as a necessary correla- 
tion, is stated to occur early in the disease in some 
cases, with absent or ill defined symptoms. 

The authors present their experience with 115 
cases of gastroduodenal perforation at the Harlem 
Hospital, New York over a period of approximately 6 
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years. Mortality according to type of treatment was 
7 deaths in 8 patients treated by nasogastric suction, 
87.5 per cent; 10 deaths in 43 patients treated by 
suture closure, 23.2 per cent; and 2 deaths in 64 
patients treated by primary gastrectomy, 3.1 per cent. 

Eight of the patients with suture closure also had 
delayed subtotal gastrectomy resulting in 1 death. 

Deaths in the patients treated with suction alone 
were all complicated by and probably attributable to 
peritonitis, sepsis, and complications of sepsis. In the 
cases of suture closure, delirium tremens and cirrhosis 
was a factor in 5 deaths, and sepsis in another 5, some 
with additional complications. 

The criteria for the selection of patients for primary 
gastrectomy are: (1) perforation not more than 8 
hours old and (2) consideration of the patient’s reac- 
tion to the catastrophe, the amount and character 
of peritoneal contamination, and associated systemic 
diseases. 

The authors recognize that private physicians prob- 
ably encounter a less severe or less advanced type of 
ulcer disease than that which they have reviewed, 
and their statistics on 64 gastrectomy specimens show 
a large number of posterior ulcers, superficial ulcers, 
reperforations, scars of previous ulcers, and gastritis 
associated with perforation. 

The uncompromising rejection of primary gas- 
trectomy as a primary surgical procedure for perfora- 
tion fails to give consideration to the gravity of the 
disease, the difficulty and precarious nature of suture 
closure, and the frequent failure to control the basic 
ulcer diathesis by more conservative measures. 

—Carl H. Calman. 


Catheter Duodenostomy in Gastrectomy. HAMLIN 
Mattson. Minnesota M., 1961, 44: 181. 


A SURGEON may have difficulty closing the transected 
duodenum because of induration of the tissues near an 
ulcer, because there is stenosis beyond the level of sec- 
tion, because he does not or cannot mobilize enough 
normal tissue, or because he is too close to the ampulla 
of Vater to risk a deep inversion of the stump. Further- 
more, the successfully closed stump may leak in the 
postoperative period because there is infarction of the 
suture line, because the suture line is digested by pan- 
creatic ferments, or because it is subjected to excessive 
pressure resulting from obstruction of the jejunum at 
or beyond the gastroenteric anastomosis. If he antici- 
pates failure of the duodenal closure, he may avoid the 
dreadful consequences of leakage, abscess, peritonitis, 
and fistula by inserting a fenestrated catheter into the 
end of the duodenum, fastening it securely with a silk 
purse-string which snugs the stump around it, and al- 
lowing it to drain for 1 to 3 weeks. After removal of 
the catheter the temporary fistula usually seals within 
a few days. —Leonard D. Rosenman. 


Factors Influencing Mortality in Bleeding Peptic 
Ulcer. WitutaM F. Mirry, Francis J. BREEN, ROBERT 
Wa ace, and J. Grace. Am. 7. Digest. Dis., 
1961, 6: 389, 395, 400. 


Tuis stupy is based on an evaluation of 2,125 patients 
with peptic ulcer, including 340 duodenal and 81 
gastric ulcers, who were admitted to St. Vincent’s 
Hospital, New York City from 1953 to 1958. Of this 
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group 421, or 19.8 per cent, had gastrointestinal 
hemorrhage, 49 dying as a result of the hemorrhage. 
These cases were analyzed and the following factors 
were found to contribute to mortality: (1) the age of 
the patient, (2) the presence of complicating diseases, 
and (3) the occurrence of massive hemorrhage. 

From this study the authors deduct that those of 
relatively young age, 45 years or less, tolerate massive 
hemorrhage very well in the absence of severe com- 
plicating illness. The younger person can survive 
great blood loss with a mortality equal to or less than 
that occurring in patients who undergo emergency 
gastrectomy. Indeed, aside from those of advanced age, 
there were very few people in otherwise good health 
who died of bleeding ulcer. Most of the deaths occurred 
in the very aged or in those with serious illness, such as 
severe heart disease, cirrhosis of the liver, severe burns, 
or severe head trauma. Patients bleeding massively, 
that is, at a rate requiring 3,000 c.c. or more of blood 
in a 24 hour period, have a very high mortality rate. 
Emergency gastrectomy performed on such patients is 
of benefit in lowering the mortality even if the opera- 
tion is attempted after the patient has required and 
received 3,000 c.c. of whole blood. 

Patients losing blood at a rate requiring replace- 
ment of 3,000 c.c. for 48 hours also have a high mor- 
tality. In this group, emergency gastrectomy will 
lower the mortality greatly if performed after the 
patient has required 3,000 c.c. of blood. 

Patients with severe bleeding ulcer who have an 
additional serious complicating illness are much less 
able to tolerate a severe blood loss, and should have 
emergency gastrectomy in an earlier stage in their 
clinical course than should the otherwise healthy 
person who has a bleeding ulcer. 

—Gordon F. Madding. 


Postoperative Gastric Aspiration by Temporary Gas- 

trostomy (L’aspiration gastrique post-opératoire par 

astrostomie temporaire a minima). F. Lacrot, J. 

: RECO, and E. LAvERGNE. Ann. chir., Par., 1961, 15: 


ON THE AUTHORS’ SERVICE in a hospital in Algiers 
temporary postoperative gastrostomy has been used 
in 48 cases. Their aim has been to maintain gastric 
decompression during the postoperative period of 2 
to 5 days. A de Pezzer catheter, secured by an invert- 
ing catgut suture, was brought out from the stomach 
through the midline working incision after fastening 
the gastric wall to the parietal peritoneum. This pro- 
cedure has been particuiarly useful after vagotomy 
and pyloroplasty and after operations on the biliary 
tract. No complications have been encountered. 
—John H. Wulsin. 


The Afferent Loop Syndrome. Berti BLomstept and 
Sven DaHtcren. Acta chir. scand., 1961, 120: 347. 


PosTcIBAL BILIARY VOMITING due to retention in the 
afferent loop after Billroth II partial gastrectomy was 
first described in 1950 by Roux, Pedoussaut, and 
Marchal. They named this condition the afferent 
loop syndrome. 

The author recognizes 4 types of afferent loop syn- 
drome: (1) mild, (2) moderate, (3) severe chronic, (4) 
severe acute. In type 1, small amounts of biliary mat- 
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ter are vomited postcibally and other symptoms are 
usually absent. In type 2, the postcibal vomiting is 
more abundant and more frequent and is often pre- 
ceded by a sensation of epigastric tension. Type 3 is 
characterized by severe chronic symptoms in the form 
of copious biliary vomiting after meals leading to 
digestive disturbances and loss of weight. In type 4, 
severe pain is experienced in the epigastrium; the 
general condition may deteriorate rapidly and shock 
often ensues. The duodenum is usually greatly dilated 
and, if the circulation of its wall is disturbed, perfora- 
tion may take place with consequent diffuse peri- 
tonitis. 

Whereas the severe forms of this syndrome are very 
uncommon, types 1 and 2 have been noted in up to 18 
per cent of gastrectomy patients in whom a Billroth 
II type of gastrointestinal continuity was re-estab- 
lished. 

The mechanism of the afferent loop syndrome con- 
sists of partial or total obstruction of the flow of 
biliary and pancreatic juices from the proximal or 
afferent limb of the gastroenteric anastomosis. The 
differential diagnosis includes the so-called dumping 
syndrome, afferent loop reflux, and internal hernia- 
tion of the afferent limb. 

Treatment of this condition consists in establishing 
drainage for the afferent limb. This may be accom- 
plished by jejunoplasty or anastomosis between the 
afferent and efferent loops of the original gastro- 
jejunostomy. Good results have been claimed by 
various authors using both methods. Type 1 of this 
syndrome rarely requires operative intervention. 

— Harvey N. Lippman. 


Fecal Excretion of Fat and ae After Esophago- 
astrectomy in Man. Donatp F. Puituirs, Eric E. 
F. Henry Jr., and MARSCHELLE 
H. Power. Surgery, 1961, 49: 433. 


INTAKE-EXCRETION sTup1Es of fat and nitrogen with 
the aid of a standard test diet were made at the Mayo 
Clinic on four groups of patients, each group having 
undergone a different type of esophagogastrectomy. 
The results were compared with those from study of 
healthy persons taking the same test diet. 

All but 1 of the total of 22 surgically treated patients 
studied lost excessive quantities of fat in the feces, and 
the difference between the mean of this group and 
that of the healthy controls was highly significant 
(P<0.001). No great difference occurred in the aver- 
age loss of fat among the four groups of patients who 
had undergone esophagogastrectomy. 

Fecal total solids were significantly increased among 
patients subjected to esophagogastrectomy, but the 
increase in fecal nitrogen was not statistically sig- 
nificant. However, 4 of the 22 patients had values for 
fecal nitrogen above the normal range. 

It appears likely that the steatorrhea after esoph- 
agogastrectomy results from interference with mul- 
tiple physiologic mechanisms by the surgical pro- 
cedures carried out. The causative factors are prob- 
ably much the same as those which produce steator- 
thea after total gastrectomy or partial gastrectomy in 
which the distal portion of the stomach is removed 
and a gastroduodenal or gastrojejunal anastomosis is 
performed. 
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Evidence suggests that vagotomy plays a role in 
causing the steatorrhea that follows esophagogas- 
trectomy. 


Diverticulitis and Its Surgical Management. Harry 
E. Bacon and Rosert A. McGrecor. Surgery, 1961, 
49: 676. 


OPERATION was performed on 143 of 253 consecutive 
patients with diverticulitis treated in the Department 
of Proctology of Temple University Medical Center, 
Philadelphia, Pennsylvania during the period from 
September 1940 to May 1960. Three-quarters of the 
114 men and 139 women were between 50 and 70 
years old. 

Stricture of the colon and fistula formation are the 
most frequent complications of chronic diverticulitis. 
When a nonobstructive stricture is identified by roent- 
genographic means the segment can usually be resected 
in one stage without colostomy. However, a prelimi- 
nary or concomitant transverse colostomy is necessary 
if total or near-total obstruction is present. In patients 
who have a chronic fistula between the colon and the 
small intestine or the uterus, without acute inflamma- 
tion or suppuration, the colon and small bowel or 
uterus are resected, along with the fistula, in one stage 
without colostomy. 

Sigmoidovesical fistulas were seen predominantly in 
males. The 4 that occurred in women included 2 sig- 
moidouterovesical fistulas. Because the postoperative 
complications were more marked in the group with 
sigmoidovesical fistulas that received a primary resec- 
tion, the method of choice is now the multiple stage 
procedure with colostomy. Cutaneous sinuses are also 
handled in 3 stages. 

Emergency operations were performed in 26 pa- 
tients with 2 deaths. Transverse colostomy was neces- 
sary in 21, including 12 with acute obstruction. Re- 
section was subsequently performed in 23. 

Primary resection was performed in 96 of the 135 
patients who underwent definitive operation. The only 
2 deaths occurred in the group undergoing a one stage 
operation and were due to peritonitis. Technical fac- 
tors in the operation and rehabilitation of the patient 
are discussed. Of the patients suitable for follow-up, 
97.5 per cent are symptom-free and are considered 
completely rehabilitated. 

In the last two decades the concepts of management 
of diverticulitis of the colon have changed. It is now 
more apparent that diverticulitis is a surgical disease 
from its inception, and since 1948 73.6 per cent of the 
patients seen have been treated surgically. Patients in 
the sixth and seventh decades of life withstand the 
complications of the disease and the necessary mul- 
tiple operations poorly. Early surgical intervention in 
uncomplicated diverticulitis will permit primary re- 
section and avoid prolonged morbidity. 

— James F. Mongé. 


A Study of 41 Cases of Surgical Excision of a Meckel’s 
Diverticulum (Etude de 41 cas d’ablation de divertic- 
ule de Meckel). Tu.-R. Aractinet. Ann. chir., Par., 
1961, 15: 483. 


Forty-one patients with Meckel’s diverticulum were 
treated surgically at the Children’s Hospital, Paris 
during a 10 year period ending in 1959. There were 
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14 girls and 27 boys. In 19 cases the diverticula were 
normal, and in 22 they were pathologic. In 10 patients 
having a normal diverticulum, excision of the divertic- 
ulum was carried out when it was discovered at 
the time of appendectomy. In 5 cases it was an 
incidental finding at operations for intussusception at 
a distant site from the diverticulum. Four times it 
was found in the course of hernial repair. 

In the 22 cases in which operation was performed 
for a diseased diverticulum the exact diagnosis was 
not made prior to operation in any case. Usually, 
the diagnosis was appendicitis or intestinal obstruc- 
tion. 

Pathologic Meckel’s diverticula requiring opera- 
tion fall into four categories: (1) inflamed, (2) 
obstructive, (3) bleeding, and (4) connected to the 
umbilicus by a fistula. 

Inflammation of a Meckel’s diverticulum is rare 
because of the wide base of the diverticulum. There 
were 2 cases in this category. Occasionally, a diver- 
ticulum has a narrow base and is predisposed to 
inflammation. Its central location in the abdomen 
leads to generalized peritonitis when perforation 
occurs and perforation is therefore dangerous. 

Bowel obstruction led to operation in 5 patients. 
In 3 patients the diverticulum provided a point 
around which volvulus occurred. In 2 cases invagina- 
tion of the diverticulum caused intussusception and 
obstruction. 

Hemorrhage from a Meckel’s diverticulum is caused 
by ulceration at the junction of the diverticulum and 
the small intestine. It occurs in association with 
heterotopic gastric mucosa in the diverticulum. There 
were 13 such patients in this series. One of these pa- 
tients had a perforation in addition to hemorrhage. In 
1 the hemorrhage was associated with abdominal 

ain. 
" There were 2 patients operated upon for fistula 
connecting the umbilicus and a Meckel’s divertic- 
ulum. In 1 case a small fistula was present; in the 
other there was a large opening between the small 
bowel and the umbilicus permitting discharge of 
fecal material. —Fr-derick W. Preston. 


Concepts in the Surgical Treatment of Regional En- 
teritis. L. KRAEER FeRGuson. WV. England J. M., 1961, 
264: 748. 


IN REGIONAL ENTERITIS there is lymphangitis and 
lymphadenitis of the mesentery of a portion of the 
small intestine. Prolonged edema of the adjacent 
bowel leads to fibrosis in the bowel wall and narrow- 
ing of the lumen of the gut. The edematous inflamed 
bowel causes diarrhea. Narrowing of the lumen of the 
bowel produces a picture of partial intestinal obstruc- 
tion with crampy abdominal pain noted especially 
after eating. The combination of nutritional loss from 
diarrhea and diminished intake of food because of 
abdominal pain produces the malnutrition seen with 
regional enteritis. Fistulas result when there is erosion 
of the gut wall at the site of inflammatory adhesions. 
This chain of events easily explains the clinical picture 
in regional enteritis but the underlying cause is not 
known. 

Surgical treatment is indicated for obstruction, fis- 
tula, and abscess formation, anal and rectal compli- 


cations, and failure of medical therapy to maintain 
satisfactory nutrition. The procedures which are most 
commonly used include primary resection of the in. 
volved bowel with its attendant mesentery and an 
end-to-end anastomosis, exclusion of the involved 
bowel and ileotransverse colostomy, a combination of 
these two procedures, or in some patients with diffuse 
associated colitis an ileostomy alone is performed, 
Preparation for operation includes the usual sup. 
portive measures and antibiotic preparation of the 
bowel. Most of the patients have had steroid therapy, 
and this is continued. 

In a series of 55 patients with a total of 90 operative 
procedures there was 1 death. This death occurred 
in a patient who had 7 operations. 

In the author’s personal series of 43 patients, re- 
section and primary anastomosis were carried out in 
37. Exclusion and anastomosis were performed in 4, 
Other procedures were performed in 2. In a follow- 
up of more than 1 year, half the patients had no re- 
currence. In a follow-up of 34 patients more than 5 
years after operation, 47 per cent had no recurrence. 
When recurrence occurs, the indications for opera- 
tion are the same as before the original operation. 
Surgical treatment of the complications of regional 
enteritis is looked upon as a method of rehabilitation 
rather than cure of the disease. In this light the high 
recurrence rate seems acceptable. 

In the author’s experience the extent of the disease 
found at the time of operation seemed to be the most 
important factor influencing recurrence. When there 
were long segments of involved bowel or multiple 
areas of disease the recurrence rate was 60 per cent 
whereas the recurrence rate was 30 per cent in cases 
with short segmental involvement. 

—Lockert B. Mason. 


Acute Appendicitis in Children. Cart H. McLautu- 
GeorcE B. Packxarp. Am. F. Surg., 1961, 
: 619. 


IN OLDER CHILDREN acute appendicitis is recognized 
as the most common condition of the abdomen requir- 
ing operation; whereas, in the very early age group, 
intussusception and complications from a variety of 
congenital abnormalities, including malrotation and 
Meckel’s diverticulum, outnumber the inflammations 
of the appendix. In this latter, preschool group recog- 
nition of appendicitis before perforation still is not the 
rule, and it is in this group that the methods of treat- 
ment of the seriously ill child require periodic critical 
review. 

During the years 1955 to 1960 at the Children’s 
Hospital in Denver, Colorado, acute appendicitis was 
the presumptive preoperative diagnosis in 474 cases. 
In 107 operations the expected pathologic condition 
was not found, leaving 367 cases of proved acute ap- 
pendicitis. In the proved cases of appendicitis 271 
were classified as simple acute without spread, 85 as 
acute perforated with local peritonitis or abscess, and 
11 as perforated with diffuse peritonitis. Three pa- 
tients with acute appendicitis and perforation died, a 
mortality rate of 0.82 per cent. 

In children few diseases present such a variety of 
symptoms of a misleading character as does ap- 
pendicitis. The well known classical sequence of 


abdon 
of pai 
may 
as in 
in the 
seldor 
Ab 
prese! 
temp 
not 0 
In 
may 
and, 
pend 
the 
exist 
In 
reas 
doul 
Acu 
pent 
able 
tons 
tion 
tent 
pro 
sigr 
uril 
are 
I 
apy 
ticl 
of 
nit 
Ar 
| 
T 
th 
Pr 
in 
to 
ne 
cc 
A 


abdominal pain, vomiting, low grade fever, and shift 
of pain and tenderness to the right lower quadrant 
may still make the diagnosis obvious in older children 
as in adults. Though this sequence may actually exist 
in the younger group, early recognition of the steps is 
seldom possible. 

Abdominal pain and vomiting are nearly always 
present and preceded by anorexia. Elevation of 
temperature is usually slight in the early stages and is 
not of much significance in itself. 

In the unruly or overly defensive child, sedation 
may be required for proper abdominal examination 
and, although it is generally appreciated that ap- 
pendicitis is usually associated with an elevation of 
the white blood count, such a wide variation may 
exist that no average can be set as diagnostic. 

In any case in which acute appendicitis seems a 
reasonable possibility, surgical exploration is un- 
doubtedly the safest method of determining diagnosis. 
Acute mesenteric lymphadenitis so closely mimics ap- 
pendicitis that attempt at differentiation is not reason- 
able. Children may complain of abdominal pain in 
tonsillitis, otitis media, pneumonia and other infec- 
tions, and there may even be apparent abdominal 
tenderness in pneumonia. The exanthemas with their 
prodromal signs, acute pyelitis and its local and general 
signs with pyuria, the acidosis of diabetes with its 
urinary findings, as well as the respiratory infections, 
are to be included in the differential diagnosis. 

It is concluded that the greatest importance in acute 
appendicitis is early diagnosis before perforation, par- 
ticularly in the preschool child, and specialized care 
of those desperately ill from perforation and perito- 
nitis. —Stephen A. Zieman. 


Argentaffin Cell Tumors (Carcinoids) of the Ap- 
pendix in Children. Curis. T. OECONOMOPOULOs. 
Pediatrics, 1961, 27: 134. 


Tue AUTHOR adds 3 cases of argentaffin cell tumors of 
the appendix in children to those previously reported. 
Preoperative diagnosis of this condition is virtually 
impossible and appendectomy is curative. In contrast 
to extra-appendiceal tumors, these tumors are almost 
never associated with serotonin secretion and vaso- 
constrictor changes. 

Once the histologic diagnosis is made, complete 
excision should be carried out to obtain good results. 

—Harold M. Unger. 


Abnormalities of Rotation of the Bowel. Loyp R. 
Scuuttz, P, Laser, and ALEXANDER H. Bit, 
JR. Am. F. Surg., 1961, 100: 128. 


FIFTY-SEVEN CASES of congenital duodenal obstruc- 
tion due to incomplete rotation of the intestine during 
embryonic life are reported. The problem is due to a 
failure of proper rotation during the second stage of 
rotation. The age incidence was from newborn to 11 
years of age. There was no sex predilection. There 
were omphaloceles and other congenital anomalies as- 
sociated with this condition. In 27 per cent of the cases 
patent foramen ovale and associated duodenal atresia 
or stenosis were present. Diaphragmatic hernia was 
also another common associated finding. Vomiting and 
abdominal distention were the most prominent symp- 
toms. Volvulus was present in 23 cases. The diagnosis 
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is made from the history of evident obstruction at 
early age and confirmation by means of a flat roent- 
genogram. 

A modification of the procedure first described in 
1932 is recommended, in which the duodenum is 
exposed through its course by means of an incision in 
the posterior parietal peritoneum just to the right of 
the duodenum and freed from the base of the mesen- 
teric vessels. This procedure allows the cecum and its 
mesentery to be transferred to the left, releasing the 
extrinsic pressure on the anterior surface of the duo- 
denum. When midgut volvulus is found, the entire 
midgut must be pulled ovt on the abdominal wall. The 
volvulus being reduced, the peritoneal bands across 
the duodenum may then be divided and the cecum is 
then placed in the left upper quadrant. Recurrent 
volvulus has occurred in 7 per cent of the cases. Six- 
teen per cent of the patients who were operated upon 
are persistently constipated. Thirty of the patients sur- 
vived; 14 deaths occurred during the postoperative 
period. —Harold M. Unger. 


The Treatment of Traumatic Injuries of the Colon. 
T. B. Patron and Cuamp Lyons. 7. Trauma, 1961, 
1: 298. 


FirTy-EIGHT TRAUMATIC INJURiES of the colon have 
been reviewed with respe«: to morbidity, mortality, 
and management. These cases are comprised of 41 
bullet wounds, 9 shotgun blasts, and 8 stab wounds. 
All patients were taken to the operating room within 
6 hours. Sigmoidoscopy was carried out preoperatively 
if gross bleeding was encountered on rectal examina- 
tion. Roentgenography was utilized only in shotgun 
wounds or in bullet wounds when the exit was not ap- 
parent. Stab wounds and isolated pellet injuries were 
treated with simple two layer closure. Wounded areas 
of the cecum and ascending colon were resected. Pri- 
mary repair and exteriorization of bullet-wounded 
segments were practiced, and colostomy was added in 
cases involving multiple wounds, wounds of the rec- 
tum or sigmoid, or when there was gross fecal con- 
tamination. Presacral drainage was employed for 
rectal and low sigmoid wounds. 

The most lethal weapon in this series was the shot- 
gun. This weapon accounted for 4 of the 5 deaths re- 
ported. All deaths were due to a combination of ir- 
reversible shock, infection, and renal shutdown. The 
mortality varied directly with the extent of involve- 
ment of adjacent organs. —Stuart L. Scheiner. 


Intestinal Obstruction Following Total Colectomy for 
Ulcerative Colitis. G. E. Torsrept and J. W. BELL. 
Ann. Surg., 1961, 153: 241. 


INTESTINAL OBSTRUCTION is one of the leading causes 
of morbidity after total colectomy for ulcerative 
colitis. The authors review the treatment of 37 pa- 
tients who had colectomy for ulcerative colitis at the 
Veterans Administration Hospital, Seattle, Washing- 
ton during the last 8 years. There was 1 death and a 
46 per cent incidence of postoperative obstructive 
complications. In most of these cases closure of the 
peritoneal defects in the lateral gutters was impossi- 
ble; however, failure to reperitonealize in the areas of 
colectomy did not contribute to the obstructive com- 
plications. 
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Postoperative obstruction may be related to either 
inflammatory obstruction at the stoma or prestomal 
obstruction secondary to late ulcerative ileitis. Some 
of these complications may be prevented by careful 
attention to operative technique, using newer methods 
of ileostomy formation, and taking care to fix the 
mesentery to close the lateral gutter. 

At the time of colectomy the mucosa of the terminal 
ileum should be carefully inspected. Visible ulcera- 
tion, a not uncommon finding, should prompt the 
operator to include the affected portion of the ileum 
in the resected specimen. If the ileum is not ulcerated, 
all possible bowel should be preserved. 

When ileostomy revision is not effective in the post- 
operative period, the terminal ileum must be ex- 
amined for ulcerative ileitis. Mucosal biopsy and 
retrograde contrast studies aid in determining the 
degree and extent of involvement. Resection of the 
affected ileum and creation of a new stoma is the 
only effective treatment. 

There were no deaths in the patients with obstruc- 
tive complications, but a total of 33 secondary opera- 
tive procedures were necessary. —Carl H. Calman. 


The Diagnosis of Carcinoma of the Large Bowel by 


Exfoliative Cytology. D. J. OAKLAND. Brit. 7. Surg., 
1961, 48: 353. 


THE RESULTS of cytologic examination in four series of 
patients with symptoms referable to the colon are re- 
ported. Two method of collecting the specimens from 
the colon are described. Adequate preparation of the 
colon is absolutely essential, and a very thorough tech- 
nique is described with the use of enemas, laxatives, 
and a fluid diet over a 2 day period. The specimens 
may be collected by rectal washings during sig- 
moidoscopy. This technique was used in the first of 
the series described. The second technique is by the 
use of colonic lavage. With this technique 400 c.c. of 
normal saline are instilled into the rectum through a 
large rectal tube, the saline solution then passed in a 
retrograde fashion to the proximal portion of the colon 
by abdominal massage and positioning of the patient, 
and then returned through the tube. The specimen in 
either instance is filtered into a container surrounded 
by ice. The specimen is centrifuged immediately, the 
supernatant fluid poured away, and the deposit 
spread on glass slides and immediately fixed. The 
Papanicolaou technique is used for staining these 
smears. 

A trial diagnostic series of cases was studied in three 
groups. There were from 18 to 25 patients in each 
group who had proved cancer, and the result of 
cytologic examination was positive in from 60 to 83 
per cent of these. As experience progressed false posi- 
tive findings in proved cases without cancers progres- 
sively decreased until there were none in the final 
series. 

In a trial clinical series of 31 patients, 9 were sub- 
sequently found to have cancer and the result of 
cytologic examination was positive in 7 or 78 per cent 
of these. There were 2 false negative and no false posi- 
tive results. A number of illustrative cases from this 
latter group are presented. It was seen that the tech- 
nique appeared to be of particular value in lesions of 
the sigmoid and rectosigmoid in which the history and 
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the roentgenographic findings were inconclusive. This 
is particularly true for lesions in the short area of colon 
between the lower reliable limit of barium enema 
examination and the upper limit of sigmoidoscopy, In 
addition the nature of papilloma of the rectum and 
colon can be more accurately determined by this 
technique than by chance biopsy. —E. Thomas Boles, 


inginguinn: from the Bowel Lumen in Cancer of 
the Large Intestine. W. Mito Keynes. Ann. Surg., 
1961, 153: 357. 


THE AUTHOR reviews in detail the evidence in support 
of the thesis that colonic carcinoma can be implanted 
at sites in the bowel distal to its original growth. 
Convinced by this evidence that recurrences at the 
suture line are due to implantation at the time of op- 
eration, he has instituted a technique of irrigation or 
washout using a 1 to 500 solution of bichloride of mer- 
cury. Reviewing the experience at St. Mark’s Hos- 
pital, London, England, the author concludes that 
he has reduced a local recurrence rate, particularly at 
the suture line, from a general over-all average of 13 
to 2.6 per cent. He provides in detail the technique 
that he has used for this washout with bichloride of 
mercury. — Ward D. O’ Sullivan. 


Radical Surgical Management of Cancer of the 
Colon Spread to Tissues and Organs Beyond the 
Colon, ALEXANDER BrunscHwic. Dis. Colon & Rectum, 
1961, 4: 83. 


‘THE AUTHOR PRESENTS several case reports to support 
the thesis that palliation for malignant lesions of the 
colon, even in the presence of liver metastases and 
other metastases, is frequently an acute necessity. The 
results obtained support this idea. Quite frequently 
unusually prolonged periods of survival have been 
achieved even when radical operations for cancer of 
the colon have been carried out and the surgeon was 
skeptical that survival could be expected. Of 19 pa- 
tients who underwent pelvic exenteration for cancer 
of the lower part of the colon, involving the bladder, 
prostate, and vagina, 6 patients or 33 per cent sur- 
vived 5 years or longer. ‘Three patients died of metas- 
tases 5.5 to 7.5 years after operation. Three are living 
and well 5.5, 8, and 11 years after operation. 

In an effort to increase survival and palliation in 
patients with liver metastases, the author excises those 
segments of liver containing solitary metastases when 
they are encountered at the time of radical excision of 
primary growths. To date, no prolonged periods of 
survival have been observed in these patients. Studies 
of wound washings after radical procedures have re- 
vealed the ease with which spilled cancer cells are de- 
tected, implying that spillage occurs almost always 
where large tumors are excised by radical operation. 

The author believes that there is a certain degree of 
host resistance to cancer which was not present at its 
inception but developed as growth of the neoplasm 
continued. Of patients who have advanced abdominal 
cancer and in whom suspensions of cancer cells are in- 
jected subcutaneously in the thigh, only about one- 
third of patients have a “take” with a localized in- 
jection of 1 million cells. Injection of quantities 
smaller than this do not “take.” 

—Lioyd D. MacLean. 
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Practical Implications of Multiple Tumors of the 


Colon and Rectum. C. Newton Peasopy and REct- 

naLp H. SmitrHwick. WV. England 7. M., 1961, 264: 853. 
‘THE AUTHORS REVIEW the cases of 100 consecutive 
patients with cancer of the large intestine operated 
upon at the Massachusetts Memorial Hospitals, 
Boston. Patients undergoing palliative procedures 
are excluded. 

The experience indicates that patients with mul- 
tiple colonic lesions, benign or malignant, should be 
considered separately from patients with a solitary 
malignant lesion. In the series under consideration, 
74 patients had solitary lesions and 26 had multiple 
lesions. Of those with multiple lesions, 7 had another 
cancer, 13 a premalignant polyp, and 6 a benign 

lyp. 

PWithin 2 years of the original operative procedure, 
none of the patients with an initial solitary lesion had 
had a recurrence; however, in those patients with mul- 
tiple lesions, the recurrence rate for another lesion, 
benign or malignant, was 35 per cent. In the majority 
of patients subsequent lesions were found in the same 
half of the colon as the original malignancy, and in 
some very close to the line of resection. 

Preoperative classification and diagnosis often 
prove very difficult. Patients scheduled for operation 
will often harbor additional lesions of the colon that 
can be discovered only at the time of surgical ex- 
ploration. The operative specimen should be opened 
and inspected for any additional lesions that may lie 
near line of surgical resection through ‘‘ normal” 
bowel. 

The authors recommend that when a second tumor 
is found in addition to the cancer for which operation 
is being performed, a more extensive removal of the 
colon be performed. For lesions of the ascending colon 
they extend the resection to the midtransverse colon; 
for lesions of the transverse colon, resection from the 
ileum to the sigmoid is recommended; and for lesions 
of the rectum an extended Miles procedure with an 
end colostomy distal to the splenic flexure is recom- 
mended. Resection in lesions of the descending colon 
= from the midtransverse colon to the rectosig- 
moid. 

Careful follow-up studies are indicated in addition 
to the election of extended resections. 

—Carl H. Calman. 


Imperforate Anus, Witt1aM H. Snyper, Jr. Am. 7. 
urg., 1961, 101: 633. 


Tue INCIDENCE of imperforate anus is estimated to be 
1 to 5,000 births. This means there are about 500 
babies born with the condition annually in this 
country. 

‘The Ladd and Gross classification of these anom- 
alies is important in defining the types in order to 
plan better management. Type 1 is the stenotic anus 
and accounts for 5 per cent of the anorectal malforma- 
tions. Type 2 is the membranous type of imperforate 
anus and can be recognized easily in most cases by 
Inspection when the child is about 24 hours old, but 
not before this time. Type 3 is the most common, be- 
ing found in 75 to 80 per cent of anal malformations. 
Type 4 is a rectal atresia and occurs in about 5 per 
cent of anal malformations. 
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The common type of imperforate anus in the female 
baby can usually be repaired at 6 months of age by the 
perineal approach. The common type of imperforate 
anus in the male infant with a rectovesical fistula can 
be repaired at 1 to 2 days of age by an abdominoper- 
ineal pull-through procedure. Both types of imper- 
forate anus require a special technique which is best 
accomplished by one experienced in these operations. 
Rapid transportation usually makes this possible. If 
delay is necessary in instances of the latter type, a 
transverse colostomy is much preferred to an inex- 
perienced attempt at repair, since no amount of skill 
is likely to achieve good results with the second at- 
tempt. —Stephen A. Zieman. 


An Appraisal of Radical Hemorrhoidectomy, Lzo J. 

Le ne. Dis. Colon & Rectum, 1961, 4: 125. 

THE AUTHOR has appraised a personal experience 
with 50 selected cases of radical hemorrhoidectomy. 
The operation consists of resecting the entire pile- 
bearing area with the prolapsed rectal mucosa and 
suturing the cut edges of the mucosa to the inner 
margin of the external sphincter of the anus at ap- 
proximately the level of the dentate line. No attempt 
was made to preserve strips of anoderm between the 
portions of the wound where the hemorrhoids had 
been removed. Sphincterotomy was not performed 
as a routine, and a generous wedge of perianal skin 
was dissected free and removed. The skin edges were 
saucerized so as to create a flat wound with no over- 
hanging edges. 

In each instance this procedure was performed for 
grade 3 or 4 mixed internal and external hemorrhoids 
with mucosal prolapse. All of the patients were op- 
erated upon by the author and the same technique 
was employed in each case. There were no associated 
anorectal diseases in any of these patients. The aver- 
age period required for healing was 6 to 10 weeks. 
Forty-five of the 50 patients had good functional and 
anatomic results although 2 of these required “skin 
splits” of scar tissue in the posterior midline. In 2 
cases the rectal outlet was thought to be “‘snug” but 
both patients were considered to have satisfactory 
results. In 3 cases the rectal outlet remained con- 
tracted, and in each instance an anal sphincterotomy 
was carried out without any significant improve- 
ment. 

The author concludes that radical removal of the 
entire pile-bearing area with adequate postoperative 
care will produce good functional and anatomic re- 
sults in the majority of patients with mixed hemor- 
rhoidal disease. — Harvey N. Lippman. 


Pathogenesis and Treatment of Fistula-in-Ano, A. G. 
Parks, Brit. M. 7., 1961, 1: 463. 


THE AUTHOR, from the St. Marks Hospital in London, 
England, studied 44 complete specimens of the anal 
canal from adults and newborns subjected to serial 
section technique. Anal glands were found in all cases. 
In 50 per cent of these, branches of the glands crossed 
the internal sphincter completely to end in the longi- 
tudinal layer. Epithelial lining resembles squamous 
and alimentary mucosa with mucus-secreting cells. 
In 30 consecutive cases of anal fistula 21, 70 per cent, 
were manifestly caused by infected anal glands. Seven 
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more cases had histologic evidence suggesting a 
similar origin. 

The results of this study suggest that fistula-in-ano 
is caused by infected anal glands in over 90 per cent 
of cases. Cystic dilatation is a necessary precursor to 
infection, as it appears unlikely that the disease would 
start in a normal gland. 

The author describes an operative procedure in 
which the essential point is excision of the intersphinc- 
teric abscess of origin. The operation may be difficult 
if much fibrous tissue is present in the sphincter mus- 
cles. A detailed knowledge of the muscles of the anal 
canal is necessary to avoid extensive muscle division 
with its consequences. 

In cases of low anal intersphincteric fistulas, this 
procedure is similar to a “lay open” but is more 
radical. For higher fistulas, however, it has the great 
advantage that no part of the external sphincter is sac- 
rificed, thus ensuring that full continence is retained 
and large deforming wounds are avoided. 

—John 7. Hudock. 


LIVER, BILIARY SYSTEM, AND PANCREAS 


Transthoracic Ligation of the Celiac Axis in the Treat- 
ment of Hepatic Cirrhosis and Hemorrhage Due to 
Portal Hypertension (Legatura del tripode arterioso 
celiaco per via toracica nella cirrosi epatica e nelle 
gravi sindromi emorragiche da ipertensione portale). 
Tommaso Greco. Osp. ital. Chir., Firenze, 1961, 4: 16. 


Lication of the celiac axis in the treatment of bleed- 
ing esophageal varices due to portal hypertension 
was originally described in 1953 by Wanke who pro- 
posed the transabdominal approach. This procedure 
was performed upon 4 patients at the City General 
Hospital of Florence, Italy, using the transthoracic 
route. In 2 cases favorable results, represented by 
marked improvement of the physical condition of 
the patients and complete cessation of the bleeding, 
were observed. The improvement, however, was only 
temporary and it lasted 1 year in 1 case and 7 months 
in the other. The third patient responded to the 
treatment with a moderate improvement lasting only 
a few months and followed by a complete relapse 
of the symptoms. In the fourth patient, finally, no 
change in the clinical and laboratory picture was 
observed after operation and the patient died shortly 
thereafter. No conclusions are drawn by the author 
on the value of the procedure. Emphasis is placed on 
the fact that further experience is necessary. It is 
pointed out, however, that the transthoracic approach 
is probably better than the transabdominal route. 
—Riccardo Benvenuto. 


Encephalopathy After Surgical Portacaval Anastomo- 
sis (Enzephalopathie nach operativ angelegter porto- 
cavaler Anastomose). G. A. Martini, F, STELZNER, 
and W. D6 eE. Deut. med. Wschr., 1961, 86: 461. 


THE AUTHORS, of the Medical and Surgical Depart- 
ments of the University of Hamburg, Germany, 
discuss a series of 9 cases of encephalopathy after 
surgical shunt between the portal and caval veins. This 
operation is the therapy of choice after esophageal 
hemorrhages due to portal hypertension. Among the 
sequelae of this intervention encephalopathy plays 
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a prominent role. It is assumed that the condition ig 
due to intoxication of the brain by ammonia and other 
substances, probably produced by the influence of 
bacteria on the content of the intestine. The nitrogen. 
containing substances bypass the liver and reach the 
brain by way of the systemic circulation. These com- 
pounds are metabolized in the liver only late and in- 
sufficiently. 

The clinical symptoms include disturbances of the 
sensorium accompanied by tremor and often leading 
to deep coma. The electroencephalogram shows 
characteristic alterations, especially slowing of the 
basal rhythm. 

The authors observed 12 patients upon whom 
portacaval anastomosis was performed. Two of these 
died soon after the intervention; in 1 a thrombosis 
of the anastomosis necessitated a gastric resection. In 
the remaining 9 patients an end-to-side anastomosis 
was performed; 7 of them had suffered at least one 
attack of esophageal hemorrhage preoperatively. In 
all patients the tolerance of ingested protein was 
determined preoperatively, and splenoportography 
was performed. Immediately before and for the first 
5 days after the operation a protein-free diet was given 
and 3 gm. of neomycin were administered prophylac- 
tically. After the fifth postoperative day the food pro- 
tein was increased gradually by 10 to 20 gm. daily. 
All 9 patients were able to tolerate at least 100 gm. of 
food protein preoperatively. However, in 6 of them 
precomatose or comatose conditions developed after 
the intervention. In 5 the electroencephalogram 
showed deterioration postoperatively. Some dis- 
turbances of personality and decrease of intellectual 
faculties developed in all patients; only 3 of them were 
able to resume their previous activities under pro- 
tection of a maintenance dosage of aureomycin or 
neomycin. Two patients died 2 months and 3 years, 
respectively, after the operation. 

— Werner M. Solmitz. 


The Splenoportographic Characteristics of Tumors 
of the Liver and Gaeer Abdomen (Les caractéris- 
tiques splénoportographiques des tumeurs du foie et 
de abdomen S. Aseatict and L. Campl. 
Acta chir. belg., 1960, 59: 803. 


AT THE uNIvERsITY of Turin, Italy 24 patients with 
tumors of the liver and upper abdomen have been 
studied by splenoportography. In the liver tumors 
certain roentgenologic findings are suggestive: (1) de- 
pression of the splenic vein, (2) increase in the angle of 
the splenoportal junction, (3) increase in the angle of 
the portal bifurcation, (4) displacement and modifica- 
tion of portal venous pathways, and (5) slowing of the 
portal current and prolongation of intrahepatic opaci- 
fication. Diagnostic roentgenologic signs have been 
found to include: (1) avascular zones, single or multi- 
ple, within liver substance; (2) pathologic vascular 
patterns in hepatic lobes; and (3) a clear-cut intra- 
hepatic block of a vascular channel. ; 
Extrahepatic upper abdominal tumors produce dif- 
ferent roentgenologic findings. Suggestive signs are: 
(1) displaced, irregular splenic vein and portal trunk; 
(2) poor visualization below the mass; and (3) slowing 
of portal current, prolongation of extrahepatic opacifi- 
cation, and frequently a moderate collateral circula- 
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tion. Signs diagnostic of extrahepatic neoplasm consist 
of stenoses of the vein from compression by the tumor, 
either complete or incomplete. Neoplasm, as opposed 
to thrombosis, more frequently causes incomplete 
obstruction. — john H. Wulsin. 


Simultaneous Splenoportography and Cavography 
for the Study of Adenopathy and Deep Metastases 
(L’exploration phlébographique porte, cave et porto- 
cave en carcinologie dans le dépistage des adéno- 
pathies et métastases profondes). J. BR&éHANT, A. Leca, 
and R. Le Gé. Ann. chir., Par., 1961, 15: 171. 


THE AUTHORS present the argument that the extent 
of spread of an abdominal or a pelvic cancer cannot 
be known before operation. Even then, the surgeon 
can never completely evaluate the degree of spread of 
a cancer. He can easily miss a deep seated metastasis 
in the liver or metastatic adenopathy. Thus they be- 
lieve, as others have already claimed, that spleno- 
portography for cancers of the alimentary tract and 
cavography for pelvic cancers are important preop- 
erative tools for determining operability. They also 
try to show that the combination of both methods is 
even more effective. They present several cases in 
which metastases in the liver and lymph nodes were 
discovered by this method which were not suspected 
clinically. 

They claim that the method is simple. Both saphe- 
nous veins are cannulated at the fossa ovalis and the 
two catheters are connected to a Dos Santos injection 
apparatus. At the same time the splenic trocar is in- 
serted and also connected to the Dos Santos appa- 
ratus. One hundred c.c. of 70 per cent ‘“‘acetiodone” 
are usually used for the simultaneous study. The 
roentgenograms are exposed serially at the rate of 1 
exposure every 1 to 2 seconds for 8 seconds and then 
every 3 seconds for the following 20 seconds. ‘Thus 
iliocavography and splenoportography are recorded 
simultaneously followed by aortography with the re- 
turn of the column of dye. A pyelogram can also be 
recorded 10 minutes later to complete the study. Be- 
fore the injection venous pressures may be recorded 
from all three catheters if desired. 

— Joseph F. Bahuth. 


Functional Problems Related to the Biliary Tract. 
Frank B. McGtone and Donatp R. RoBERTSON. 
Rosky Mountain M. 7., 1961, 58: 41. 


MeasurEMENT of bile duct pressures was carried out 
in patients with common duct T tubes after opera- 
tions on the biliary tract. Saline was injected into a 
manometer attached to the T tube. “‘Common duct 
pressure”’ was considered to be the height attained by 
the column of saline just prior to the sudden lysing of 
the pressure indicative of opening of the sphincter of 
Oddi. Normal pressure was 100 to 130 mm. of saline. 
In some patients, psychologic stimulation produced 
marked changes in pressures. Only those patients with 
stable pressures on repeated tests were used to study 
the effect of drugs. 

Response to drugs was as follows: morphine sul- 
fate, increased pressure, average 75 per cent; atropine 
sulfate, no significant change; G-3012, decreased 
pressure, average 25 per cent; morphine-atropine 
combination, increased pressure, average 73 per cent; 
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and morphine and G-3012, increased pressure, aver- 
age 39 per cent. 

Bile flow studies were performed by collecting 3- 
hour samples from the T tube under standard condi- 
tions. After the administration of florantyrone, 4 tab- 
lets daily, bile flow increased. The bile was less vis- 
cous and contained less sediment than before the 
choleretic drug was given. 

In a clinical trial of the use of florantyrone the most 
consistent improvement was seen in those patients 
with objective evidence of a disturbance of bile flow. 

—Lockert B. Mason. 


Surgical Management of Acute Cholecystitis. RajINDRA 
rg naa Arch. Surg., 1961, 82: 366. 


A STATISTICAL ANALYsIS of 274 cases of acute chole- 
cystitis is presented. Of the entire group 172 patients 
were women and 201 were past the age of 50. The 
most common symptom was abdominal pain which 
often awakened the patient from sleep. Even though 
localization of pain frequently occurred away from 
the right upper quadrant the signs were localized to 
the right upper quadrant. Radiation of pain was most 
commonly to the right scapula, right shoulder, and 
epigastrium. All 5 patients with radiation to the left 
lower quadrant had either empyema, gangrene, or 
perforation. 

Of the total series, 2.7 per cent had chills and nearly 
all of this group had associated complications.’ Sixty- 
two per cent had temperatures of 99 to 102 degrees F. 
and all with temperature of above 104 degrees F. had 
complications which included empyema, pneumo- 
nitis, gangrene, perforations, and subhepatic abscess. 
All members of this group had white blood counts ex- 
ceeding 15,000/cu. mm. One-half of all those with 
right lower quadrant tenderness and all with left 
lower quadrant tenderness had empyema. A mass in 
the right upper quadrant was present in 11.6 per cent, 
and 12.4 per cent had jaundice. 

Of 69 preoperative cholangiograms 56 showed 
evidence of gallbladder disease and 13 of common bile 
duct calculi. Air was found in the biliary tree in 6 
patients of which 5 had fistulas. Over-all mortality 
was 3.3 per cent, and there were no deaths in the 
group treated without operation, giving an operative 
mortality of 4.7 per cent. 

Pathologic findings at operation included cystic 
duct impaction in 16.5 per cent and dilated common 
bile duct in 21.2 per cent, with palpable calculi in the 
common bile duct in approximately 4.5 per cent. 
Choledochostomy in 14 per cent recovered calculi in 
9.8 per cent. Postoperative complications occurred in 
12.4 per cent, and age had no apparent effect upon 
the incidence of postoperative complications. 

Medical failure occurred most often in those with a 
palpable mass, abdominal rigidity, white blood count 
over 15,000/cu. mm., jaundice, previous history of 
gallbladder disease, and those beyond the age of 50. 
Remission of symptoms are few in the face of common 
bile duct calculi, gangrene, or perforation of the gall- 
bladder. Results are disappointing when initial 
medical treatment fails, and there are increased oper- 
ative mortality, complications, and cholecystostomy 
rates. Seventy per cent of the entire group were treated 
surgically, 11.6 per cent having cholecystostomy. 
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Results were most impressive in the group oper- 
ated upon within 72 hours of onset of the acute at- 
tack. It is concluded that early cholecystectomy is the 
operation of choice except in poor risk patients. 

—Patrick F. Jewell. 


The Pathological Physiology of Pancreatic Inflamma- 
tion. Davin A. Dremune. 7. Am. M. Ass., 1961, 175: 
183. 


RECENT OBSERVATIONS on the causation of pancreatitis 
have resolved about the mechanical factors responsi- 
ble for the obstruction of the pancreatic duct. A 
reversal of the exocrine-endocrine secretion ratio re- 
sults and the large percentage of the enzyme secreted 
into the interstitial tissue thus produces chemical 
irritation. The following secondary factors have been 
enumerated: biliary reflux, vascular phenomena— 
either ischemia or congestion, and allergic or auto- 
immune reactions. 

Biliary reflux can certainly be incriminated in cases 
of biliary disease and in alcoholism. Seventy per cent 
of the cases of chronic pancreatitis can be accounted 
for by alcoholism. In the other 30 per cent, in which 
the pancreatitis is either silent, painless, or nutritional 
—as with chronic ulcerative colitis, diffuse regional 
enteritis, or the malabsorption syndrome—alcoholism 
cannot be incriminated. Chronic pancreatitis in asso- 
ciation with hyperparathyroidism .is a well known 
entity and the coincidental relationship is not clear. 
Calcification may follow the necrosis in the pancreas 
or may exist alone, resulting from the high ionic 
calcium level which accelerates the conversion of 
trypsinogen into trypsin. Metabolic familial pan- 
creatitis is seen with familial hyperlipemia and ab- 
normal aminoaciduria. It may also be associated with 
hemochromatosis. Further study of the pathogenesis 
of chronic pancreatitis must be made. Further study 
of the developing histologic alterations within the 
gland during an acute inflammation may offer more 
information. —Harold M. Unger. 


Surgical Management of Pancreatic Injuries. J. F. 
Howe Georce R. Burrus, and GeorcE L. JorpaN, 
Jr. J. Trauma, 1961, 1: 32. 


ALL InyuRIES to the pancreas resulting from external 
trauma treated surgically at the Baylor Affiliated 
Hospitals, Houston, Texas during a 20 year period 
ending June 1960 are reviewed. A total of 85 patients 
was studied and in each instance diagnosis was con- 
firmed at operation. Seventy-four of the 85 patients 
sustained penetrating injuries of the abdomen. Even 
though the wounding agent was often a missile of low 


velocity, a through-and-through penetration invari- 
ably resulted, and because of the soft nature of the 
pancreas there was some degree of blast effect in the 
gland immediately surrounding the missile tract. 
Injuries to other viscera occurred in all but 1 patient 
with penetrating wounds. Associated lesions were 
most commonly seen in the stomach and liver; each 
of these organs was injured in more than one-half of 
the patients. 

It is interesting to note that in the 11 patients who 
suffered blunt trauma, the incidence of associated 
injury involving other organs was less than that seen 
in patients with penetrating trauma; in 7 of the 11 
patients the pancreas was the only organ damaged. 

The most common treatment was simple drainage, 
which was used in 45 of the patients reported. With 
this type of therapy a high incidence of pancreatic 
fistulas was anticipated, but the drainage therapy 
was deliberately chosen for a number of reasons. In 
some patients the severity of the injury to other organs 
was so great that the minimum procedure compatible 
with the life of the patient seemed desirable. In other 
instances the pancreatic laceration was so small that 
no specific repair was indicated. In many patients 
pancreatic repair was not accomplished because it 
was believed that suture of the pancreas would not 
significantly improve the result eventually obtained. 
In this respect drainage of the pancreatic area was 
the procedure employed in almost all patients treated 
more than 10 years ago. In recent years, there has 
been an increasing interest in attempts to repair the 
pancreas or to remove damaged areas by excision. 
Suture of the pancreatic wound was accomplished 
in 25 patients and drainage was also established as a 
protective measure. 

Fistula was the most common complication of 
pancreatic trauma and occurred in 23 patients or 
33 per cent of the 70 patients who eventually survived 
the necessary operative procedure. Pseudocyst, ab- 
scess, and pancreatitis were other complications noted 
in this series. 

The authors suggest from the analysis of their cases 
that cleanly incised wounds of the pancreas may be 
successfully sutured with a reasonable expectation 
of a low incidence of pancreatic fistula. Penetrating 
wounds with loss of pancreatic tissue and blast effects 
surrounding the wound tract dv not respond well 
to suture. In these patients, simple drainage is prefer- 
able. Caudal resection of the pancreas is indicated 
only infrequently, especially when the pancreas seems 
to have been damaged beyond repair. 

—Orville F, Grimes. 
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SURGERY OF THE FEMALE REPRODUCTIVE SYSTEM 


UTERUS AND ADNEXA 


Congenital Malformations of the Vagina in the 
Presence of an Anatomically and Physiologically 
Normal Uterus (Kongenitale Vaginalmissbildungen 
bei anatomisch und funktionell normalem Uterus). 
K. Fries. Schweiz. med. Wschr., 1961, 91: 379. 


VAGINAL DEFORMITIES may be congenital or acquired. 
The latter abnormalities, although uncommon, re- 
sult from infections, chemical or thermal injuries, for- 
eign bodies, atrophic changes, or irradiation. Con- 
genital malformations, which are often accompanied 
by other abnormalities in the genital or urinary tracts, 
consist mainly of stenosis, atresia, or septums. 

The author describes 10 cases of vaginal malfor- 
mations, all of which were associated with a normally 
developed and funciioning uterus. The embryologic 
bases are discussed. 

Two hymenal atresias were seen. The treatment 
consisted of hymenal incision and hymenorrhaphy. 
There were 6 cases of transverse vaginal septum in the 
upper and middle thirds of the vagina and 1 case of a 
subseptate vagina; excision was performed. There 
was 1 case of complete vaginal atresia several centi- 
meters in length; the atresia was relieved and the 
vagina dilated. —-Warren R. Lang. 


Cysts of the Vaginal Wall. D. M. D. Evans and HELENA 
Hucues. 7. Bast. Gyn. Brit. Commonwealth, 1961, 68: 
247. 


A series of 42 cases of cysts of the vaginal wall is 
presented. Vaginal wall cysts may be broadly 
divided into those of paramesonephric and those of 
mesonephric duct origin. 

Cysts of paramesonephric duct origin may be sub- 
divided into (a) “‘ mucous” cysts of the cervix and fal- 
lopian tubes, (b) endometriotic cysts, and (c) epi- 
dermoid (implantation) cysts. 

The majority of the cysts in the present series were 
found to be of paramesonephric duct origin, mainly 
of “mucous” type. 

Mesonephric duct cysts accounted for less than a 
quarter of the total number of cysts and for ap- 
proximately one-half of the anterior wall cysts. 

The danger of a bladder diverticulum presenting as 
an anterior vaginal wall cyst is mentioned. 

— John R. Wolff. 


Late Irradiation ——- in Meg Cytology. Ray- 


monD H. Kaurman, NATHAN Toprek, and JoHN 
A. Watt, Am. F. Obst. Gyn., 1961, 81: 859. 


ONE HUNDRED AND THIRTY-NINE SMEARS obtained with 
the use of the Papanicolaou technique from 124 pa- 
tients 6 months to 25 years after pelvic irradiation for 
benign and malignant disease were reviewed. 

Findings were consistent with the protracted effects 
of radiation in 72 per cent of the cases studied; the 
smears were classified as showing good or mild late 
radiation change. These changes were seen as long as 
25 years after therapy. 


Twenty-six per cent of the smears displayed good 
late radiation change, of which 44 per cent showed 
severe cellular atypism. All of the patients were clini- 
cally free of recurrent or persistent tumor. 

One hundred and twenty-seven duplicate smears 
studied by means of the fluorescent staining technique 
were also reviewed. Findings were noted which were 
suggestive of, though not considered to be specific for, 
late radiation change. Significant differences in inter- 
pretation between this technique and the Papanicolaou 
technique were apparent. 

The knowledge of prior pelvic irradiation must be 
taken into consideration when vaginal smears are 
evaluated, and when severe cellular atypism is noted 
this must be differentiated from that seen with car- 
cinoma. 

Clinical evaluation is still the most important factor 
in determining the presence of recurrent or persistent 
pelvic carcinoma. —Alan Rubin. 


Dyspareunia Following Operations. Win1- 
FRED J. A. Francis and T. N. A. JEFFCOATE. 7. Obst. 
Gyn. Brit. Commonwealth, 1961, 68: 1. 


Tuis Is a most interesting paper which will arouse 
much controversy among gynecologists. The material 
consists of 243 women subjected to vaginal opera- 
tions by the senior author, a very well known British 
surgeon, and examined more than 2 years after 
operation. The thesis of the paper is the fact that 
posterior colpoperineorrhaphy is unnecessary in the 
surgical treatment of prolapse and in fact tends to 
inhibit the satisfactory sex life of patients so treated. 

Among 140 women subjected to anterior and 
posterior colpoperineorrhaphy, fully 50 per cent re- 
ported apareunia or severe dyspareunia. Certainly, 
the cause of the complaints was not always the opera- 
tion. However, in at least 20 per cent of all women, 
the operation was directly responsible for the result. 

Among 44 women treated by anterior colporrhaphy 
without posterior colpoperineorrhaphy, if apareunia 
or dyspareunia were a complaint, as it was in 8 
women, in none could the operation be considered as 
the causative factor. 

The author then describes his attitude towards 
posterior colpoperineorrhaphy in the management of 
prolapse. This opinion must be read to be appreciated. 

—M. Leon Tancer. 


Pregnancy after Cervical Ring Biopsy, Conization, 
and Amputation (Graviditaeten nach Ringbiopsien, 
Konisationen und Portioamputationen). Ericu 
BurGuarot. Geburtsh. @ Frauenh., 1961, 21: 225. 


Rinc Biopsy of the cervix as well as low and high 
amputation of the cervix used to be frequently em- 
ployed in diagnosis and treatment of cervical disease 
at the University Women’s Clinic in Graz, Austria. 
Recently cold knife conization has been performed in 
nearly all cases in which atypical reports of spot bi- 
opsies and smear tests have been obtained. In a 12 
year period, ending in October 1959, 486 such pro- 
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cedures were undertaken and 316 of these patients 
had no further treatment for at least 1 year. Forty- 
eight patients were lost to follow-up and 36 were over 
45 years of age, so that pregnancies were possible in 
232 patients. In this group 40 per cent of the patients 
had had abortions and 87 per cent had had children 
before the present investigation. 

Forty-two women conceived after the procedure, 
an incidence of conception in the married women of 
21.9 per cent. More than one-half of these pregnan- 
cies occurred during the first postoperative year. 
Abortions, premature delivery, prolonged labor, and 
indications for cesarean section were much increased 
in frequency. —W. Dieter Bergman. 


Carcinoma in Situ of the Cervix. H. L. Riva, James D. 
Herner, and Davin M. Kawasaki. Obst. Gyn., 1961, 
172525. 


At Walter Reed General Hospital in Washington, 
D.C., 156 cases of carcinoma in situ have been en- 
countered in the last 15 years. In no case was cytology 
alone considered diagnostic, and in recent years a 
cold knife conization has been obtained in all cases to 
rule out microinvasion. Glandular involvement is 
not considered evidence of true invasion. 

When the diagnosis is established, the majority of 
patients are treated by either vaginal or abdominal 
hysterectomy. For most patients, one or both ovaries 
are preserved. A minimum of 1 cm. of vascular fascial 
and ligamentous attachments is removed with the 
uterus along with at least 2 cm. of the vagina, or more, 
depending on the Schiller test. 

The finding of residual in situ carcinoma in 31 per 
cent of removed uteri that had been treated by a pre- 
vious conization indicates that conization alone is 
not adequate treatment. 

If the uterus is preserved for the purpose of child- 
bearing, the patient should be followed up by cyto- 
logic evaluation at 3 month intervals. Five of 20 pa- 
tients treated by conization alone have subsequently 
become pregnant and 2 have demonstrated the pres- 
ence of carcinoma in situ despite the fact that the 
cone margins were clear. On the other hand, in no 
patient available for follow up, 90 per cent, has in- 
vasive carcinoma developed after hysterectomy. 

—Lester T. Hibbard. 


Carcinoma in Situ, Beginning Carcinoma, and Clin- 
ical Carcinoma of the Uterine Cervix (Carcinoma 
in situ, beginnendes Karzinom und klinischer Krebs 
cer Cervix uteri). K.-G. Oper, C. KaurMAnn, and 
H. Hamper. Geburtsh. @ Frauenh., 1961, 21: 259. 


THE AUTHORS evaluated the clinical and histologic 
diagnoses of 454 patients with cervical carcinoma from 
1957 through 1959 at the Women’s University Clinic 
in Cologne, Germany. In addition there were 273 pa- 
tients with early carcinoma—ranging from carcinoma 
in situ to microcarcinoma—in the years 1950 through 
1960. 

Of the 454 cases, carcinoma was suspected clinically 
and confirmed by biopsy in 301. These included 98 
cases of squamous cell carcinoma stage I, 108 stage II, 
68 stage III, and 9 stage IV. There were also 17 cases 
of adenocarcinoma and 1 case carcinoma of Gartner’s 
duct. In 35 instances the diagnosis was made solely 


by biopsy. In 108 cases the diagnosis was made only 
after cytologic study, with the help of colposcopy, 
colpomicroscopy, and finally coning biopsy; these 
cases were all early forms of carcinoma. There were 10 
ill-defined lesions which, from the viewpoint of safety, 
were treated as malignant lesions. 

The histologic differentiation between benign and 
malignant lesions poses many problems not only 
histologically but terminologically. Basal cell hyper- 
activity, epithelial hyperplasia, simple atypical epi- 
thelium, dysplasia, and anaplasia are considered be- 
nign. It should be recalled that a punch biopsy can 
demonstrate a benign atypism in the presence of 
malignant change nearby in the cervix. The boundary 
between preinvasive and invasive carcinoma may also 
be difficult to delineate and various pathologists will 
disagree in the interpretation of a given biopsy speci- 
men. 

After 3 years of study of 101 cases of clinical squa- 
mous cell carcinoma, 52 patients or 51.6 per cent were 
free of recurrent tumor. Eight histologically diagnosed 
squamous cell carcinomas, 29 early cases, and 1 lesion 
of an ill-defined nature also showed no recurrence. 
The authors attempted to treat patients individually 
after study of the nature and extent of the cancer. 
Purely benign lesions were managed conservatively. 

— Warren R. Lang. 


Report of a Symptomatic Endocardial Metastasis in 
rcinoma of the Cervix (Ueber eine Endocardme- 
tastase mit klinischer Symptomatologie bei Carcinoma 
colli uteri). J. BRETsSCHER. Gynaecologia, Basel, 1961, 


METASTATIC TUMOR in the heart is very infrequent in 
large autopsy series and has been described in only 1.6 
per cent of malignant tumors in a large series from the 
University of Ziirich, Switzerland. Only a small part 
of these were found in the endocardium rather than 
the myocardium, and such occurrence is apparently 
even rarer after cancer of the cervix. 

The author describes the case of a 57 year old pa- 
tient with stage III squamous carcinoma of the cervix 
which was treated with combined roentgen and radium 
therapy. Two weeks after initiation of treatment a 
startling change in the pulse rate was noticed, and an 
electrocardiogram on the same day showed a com- 
plete atrioventricular block. The patient died the fol- 
lowing day, and the diagnosis of endocardial metasta- 
sis was made at subsequent autopsy. 

—W. Dieter Bergman. 


Further nee with Radiogold as an Adjunct to 
Radium Therapy in Treatment of Pelvic Lymph 
Nodes in Cancer of the Cervix. Witt1aM S. Baker, 
Jr. Am. F. Obst. Gyn., 1961, 81: 797. 


THE GREATEST CHALLENGE to the gynecologist and 
radiotherapist at the present time is the treatment of 
the lymph nodes in the lateral pelvis and the eradica- 
tion of tumor in these areas without producing damage 
to normal intervening tissue. The author since 1954, 
on the Obstetric and Gynecologic Service of the U.S. 
Naval Hospital, San Diego, California, has utilized 
transvaginal parametrial radiogold as an adjunct to 
intracavitary radium therapy in 55 patients with can- 
cer of the uterine cervix. Forty-six patients had clinical 
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stage I lesions and 9 had clinical stage II lesions. There 
were 5 deaths, within 5 to 11 months, with an over-all 
survival of 90.9 per cent. Thirty-seven patients are 
living and well for 3 to 5 years, a relative survival of 
67.2 per cent, although survival for 5 or more years is 
not the emphasis in this report because insufficient 
time has elapsed. 

Of the total number of patients treated, 3 had 
elective surgical treatment prior to radium therapy 
and 15 or 27 per cent required further surgical ther- 
apy. Six patients had recurrence of tumor after irradi- 
ation; 4 had residual invasive tumor in cervices re- 
moved for cancer in situ or some benign condition; 
and 5 had complications resulting from the irradiation, 
including postradiation ureteral stricture, massive va- 
ginal hemorrhage, severe sciatic neuritis causing in- 
tractable pain, and vesicocutaneous fistula. All the 
surgical procedures carried out for the complications 
of irradiation and the recurrence of tumor, which was 
apparently radioresistant, and tumor residual have 
been successful. 

The author concludes that the use of transvaginal 
parametrial radiogold in the treatment of pelvic lymph 
nodes in cancer of the uterine cervix is not entirely 
without danger as evidenced by the 9 per cent inci- 
dence of complications resulting directly from this type 
of therapy. This incidence, however, is an acceptable 
figure when compared to the incidence of fistulas after 
primary operation or operation combined with irradi- 
ation. The relative survival incidence of 67.2 per cent 
for the 3 to 5 years, plus the over-all incidence of 90.9 
per cent, is evidence in favor of continuing trans- 
vaginal parametrial radiogold therapy of the lateral 
pelvic nodes as an adjunct to radium therapy of cancer 
of the uterine cervix. —Lawrence I. Bernard. 


Gynecologic Celioscopy (La celioscopia ginecologica). 
Victor BENAIM Pinto, ARMANDO ORTEGA Borjas, and 
—_ Diaz Bruzuat. Rev. obst. gin., Caracas, 1960, 


AFTER a brief history of celioscopy and its use in 
Venezuela, the authors describe the various types of 
celioscopes used for exploration, photography, and 
operation. 

The technique is described in detail. In the authors’ 
opinion the most delicate point of technique consists 
in primary establishment of a good pneumoperi- 
toneum. Possible accidents during creation of the 
pneumoperitoneum include injury to the vessel walls 
and to omental vessels; parietal emphysema, either 
Supra-aponeurotic or infra-aponeurotic; penetration 
of hollow viscera; and gas embolism. The trocar of 
the celioscope is introduced perpendicular to the wall, 
avoiding too sudden a penetration. The base of the 
uterus serves as a guide for exploration of the pelvis 
and neighboring organs. When the exploration is 
completed, the optic is withdrawn, leaving the trocar 
in situ for evacuation of gas. The pneumoperitoneum 
needle is also withdrawn, and the table is returned to 
its original position. ‘The patient is allowed up after 
12 to 24 hours if no abnormality requiring immediate 
surgical attention exists. 

The authors present an analysis of the lesions en- 
countered in 340 celioscopies in 334 patients. The 
lesions included hydrosalpinx in 77, salpingitis and 


perisalpingitis in 32, pyosalpinx in 2, adhesions in 58, 
omental adhesions in 16, endometriosis in 44, tuber- 
culosis in 26, adnexal tumors in 26, uterine tumors in 
27, ectopic pregnancy in 10, congenital malforma- 
tions in 10, salpingectomy in 15, normal pregnancies 
in 5, ligated tubes in 3, uterine perforation in 2, the 
Stein syndrome in 6, no lesions in 34, with inconclu- 
sive findings in 6, and an unsuccessful pneumoperi- 
toneum in 2. 

The indications for celioscopy include sterility, 
suspected ectopic pregnancy without complications, 
suspected genital tuberculosis, congenital malforma- 
tions and special aspects of sexual endocrinology, un- 
classified abdominal tumors and for ascertaining 
causes of ascites, failure of estrogenic therapy, and 
surgical indications. In many cases the diagnosis 
indicated permits correct therapy. 

Ligamentopexy by celioscopy may prove palliative 
in patients with genital prolapse who refuse curative 
operation. Also, endoscopic sterilization may be ac- 
complished by production of a fibrous knot in the re- 
gion of the cornua by electrocoagulation with a sharp 
electrode under celioscopic control. The method is 
also useful in determining causes of genital pain when 
exploration has not located the lesions and psycho- 
somatic factors have to be considered. No accidents 
were encountered in 340 celioscopies. 

—Edith Schanche Moore. 


Genital Prolapse. Jens J. JAcopsEN, THORKILD FRED- 
ERIKSEN, and F, KyeLp NIELSEN. Acta obst. gyn. scand., 
1961, 40: 77. 


Durinc A 7 year period from 1943 to 1954, 443 opera- 
tions for genital prolapse were performed at the Gyne- 
cologic Department of the Odense County and City 
Hospital, Odense, Denmark. The type of operation 
performed depended upon the degree of prolapse and 
the patient’s age. The commonest procedure was sim- 
ple colporrhaphy, which was performed in 343 cases. 
This procedure was supplemented in almost half the 
cases, 153, with anchorage of the uterus to the anterior 
abdominal wall by Kocher’s method. Subtotal or total 
prolapse in 45 younger patients was treated by the 
Manchester procedure combined with colpoperineor- 
rhaphy in most cases and with ventrofixation in some 
cases. Fifty-three patients of more than 60 years of age 
with procidentia were treated by median colpocleisis 
by the Le Fort-Neugebauer method. 

The vaginal procedures were carried out under low 
spinal anesthesia in 238 or more than half the cases. 
This anesthesia was satisfactory, and there was a nota- 
ble absence of primary or secondary complications. 

Four patients or 0.9 per cent died during the post- 
operative period, 2 of them from pulmonary embolism, 
1 from infection in the operative field, and 1 from un- 
known cause. Thirty-four died during the follow-up 
period. 

Of 405 survivors 372 or 91.8 per cent attended for 
follow-up examination at the end of a period of from 
4 to 11 years—an average of 7.7 years—and an addi- 
tional 20 answered a questionnaire. No data are availa- 
ble for 13 cases. In 314 cases or 84.4 per cent the 
therapeutic result was good. In 45 patients or 12.1 per 
cent the condition had improved without being en- 
tirely satisfactory, although it was not sufficiently un- 
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satisfactory to justify a further operation. Thirteen 
patients or 3.5 per cent had a recurrence at intervals 
up to 7 years after the operation. 

In general each of the operative methods gave good 
results provided their limitations were recognized. 
Because of the selection of cases, based on the clinical 
findings, it is not possible in the present series to com- 
pare the relative values of the different methods. 

—Charles Baron. 


Carcinoma of the Body of the Uterus at Chelsea 
Hospital for Women, 1943-1953. D. W. T. Roserts. 
J. Obst. Gyn. Brit. Commonwealth, 1961, 68: 132. 


ENDOMETRIAL CARCINOMA occurred in 223 patients at 
the Chelsea Hospital for Women, Chelsea, England 
from 1943 to 1953. All patients were followed up for 
at least 5 years. 

The author believes that prognosis in any case of 
tumor depends on the extent of growth of the lesion 
rather than on the degree of anaplasia, so that a 
classification based on operative findings is used. 
Stage 1 is corporal cancer; stage 2, that involving the 
cervical canal; stage 3, that involving other pelvic 
organs; and stage 4 is extrapelvic cancer. 

The best results were obtained when primary oper- 
ation was combined with postoperative radiation. 

Vaginal recurrence in stage 1 lesions occurred 1 in 
13 times unless preoperative or postoperative vaginal 
radium was used. In the latter instance, the incidence 
fell to 1 in 31. 

Fractional curettage to determine involvement of 
the cervix is believed to be a faulty technique. Yet 
the authors strongly suggest Wertheim’s operation if 
the cervix is involved. How such involvement is to be 


—M. Leon Tancer. 


determined is a moot point. 


Indications for Immediate Hysterectomy Without 
Curettage in Cases of Hydatidiform Mole. H. 
Acosta-Sison. Am. 7. Obst. Gyn., 1961, 81: 715. 


THE PERCENTAGE INCIDENCE of hydatidiform mole is 
progressively higher among pregnancies in the later 
decades. The present study was undertaken to find out 
if age also has an influence on the development of 
malignancy in hydatidiform mole. 

The incidence of malignancy among 210 cases of 
hydatidiform mole was 34, or 16.19 per cent, which is 
much higher than the 5 per cent given in obstetric 
textbooks. The reason perhaps is that the author in- 
cluded cases of chorioadenoma destruens. When taken 
separately, the incidence of choriocarcinoma was 16 
cases, or 7.61 per cent, and that of chorioadenoma 
destruens was 18 cases, or 8.57 per cent, of 210 cases 
of hydatidiform mole. 

Malignancy from mole may develop as early as 18 
years of age, but its percentage incidence grows steadily 
in the higher decades. In the present series, the per- 
centage incidence of chorionic malignancy in hydatidi- 
form mole was 19.23 per cent in the age period 40 to 
44 years and 55 per cent in the age period 45 to 59 
years. These figures lead the author to conclude that 
the best treatment in elderly multiparas from the age 
of 39, and surely at the age of 45 years, is panhysterec- 
tomy with the mole in situ. Even after this radical 
operation the patient should be observed for the mani- 
festation of metastasis. — Lawrence I. Bernard. 


Treatment of Malignant Trophoblastic Growth in 
Women, with Special Reference to Amethopterin, 
Myrostaw M. HRESHCHYSHYN, JOHN B. Grauam, 
and James F, Hottanp. Am. 7. Obst. Gyn., 1961, 
81: 688. 


METHOTREXATE was used in the treatment of 6 pa- 
tients with choriocarcinoma and 1 patient with an 
hydatidiform mole and pulmonary metastases. The 
effects of therapy were determined by measurement 
of tumor size on physical examination and roent- 
genogram. 

Three patients with choriocarcinoma failed to re- 
spond to therapy and 2 died. One responded to 
operation and dichloromethotrexate. 

One patient responded favorably but without dis- 
appearance of the lesion and eventually died. 

Two patients with choriocarcinoma and the single 
patient with malignant mole responded well and are 
free of the disease at the time of the report. 

A review of the literature concerning malignant 
trophoblastic disease is appended to the case reports. 
Various forms of therapy have been compared and 
methotrexate appears to be the most satisfactory 
modality available. 

The discussion of pathogenesis, diagnosis, and the 
significance of chorionic gonadotropin titers is un- 
usually fine. —M. Leon Tancer. 


Endometrial Carcinoma. C. A. Grimm. Am. 7. Roentg., 
1961, 85: 497. 


THERE Is a growing mass of evidence indicating that 
the incidence of carcinoma of the uterine fundus is 
approaching the incidence of carcinoma of the uterine 
cervix. Better diagnostic methods, an increased aware- 
ness on the part of both patient and physician, and 
the advancing age of the population are accepted as 
the explanation for this phenomenon. The author 
studied the 82 women treated for endometrial car- 
cinoma at the University of Oklahoma Hospitals, 
Oklahoma City, from March 1945 to March 1958. 
All of the patients were followed up for at least 2 years 
and 50 of the women comprised a 5 year group. Fifty- 
six patients are living and well, 68.3 per cent. The 
absolute survival rate in the patients followed up for 
5 or more years is 58 per cent. 

The author properly emphasizes the grave signifi- 
cance of postmenopausal vaginal bleeding. He un- 
equivocally states that dilatation and curettage is 
imperative in all women who present this complaint. 
He further emphasizes that the clinical index of sus- 
picion should be especially high in patients with such 
problems as hypertension, benign endometrial hyper- 
plasia, obesity and diabetes. 

He emphasizes that the most important factor in 
ultimate survival is the stage of the disease at the time 
of diagnosis and treatment. The prognosis is excellent 
in cases in which the cancer is still clinically confined 
to the uterus. An interesting table is presented in 
which data from 6 publications are cited demon- 
strating that within the departments involved, irradia- 
tion followed by hysterectomy produced an appre- 
ciably better 5 year survival figure than did operation 
alone in endometrial carcinoma. 

The author, therefore, concludes that when endo- 
metrial carcinoma is present the treatment of choice 
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is preoperative radium application followed by com- 
plete abdominal hysterectomy. He states that intra- 
uterine placement of radium provides an effective 
control of the primary neoplasm and also delivers 
significant dosage to the parametrial tissues and the 
vaginal vault. An increased incidence of recurrence 
in the vaginal cuff is a major disadvantage of the use 
of surgical treatment alone. He quotes data showing 
that optimum preoperative radium treatment eradi- 
cates histologic evidence of cancer in 60 to 90 per 
cent of operative specimens. In the author’s series, no 
malignant cells were identified in 71 per cent of the 
uteri which had been treated by radium prior to 
operation. At the present time, of course, most ther- 
apists utilize a technique wherein the uterine cavity 
is packed with multiple small sources of radium. This 
procedure delivers a relatively homogeneous dosage 
of irradiation to all segments of the endometrium. 
Additional radium in the vaginal vault is aimed at 
preventing recurrence in this region. 
— Thomas W. McElin. 


Precursors of Corpus Cancer—IlII, the Appearance 
of Cancer of the Endometrium in Estrogenically 
Conditioned Patients, S. B. Gusserc and Rosert E. 
Hatt. Obst. Gyn., 1961, 17: 397. 


A stupy of 23 patients with endometrial cancer aris- 
ing after prolonged estrogen administration is pre- 
sented. During the past 20 years estrogenic therapy 
has been widely used for therapeutic purposes in the 
aging female population and there has been a relative 
increase in the incidence of corpus cancer during this 
time. 

The patients studied had received one or another 
of the commercially available estrogenic substances 
for prolonged periods ranging between 1 and 20 
years. 

The important factor was the persistence of the 
administration rather than the size of the dose. The 
common papillary histologic pattern of these tumors 
and a similarity compared to that of adenomatous 
hyperplasia is described. 

A relationship is suggested between prolonged, 
continuous, unopposed estrogen stimulation of the 
endometrium and some cancers in this area. The 
failure of ovulation, caused perhaps by the estrogenic 
medication, and the resultant prolonged unopposed 
estrogen stimulation is presented as a possible factor 
in the histogenesis of the tumor. | —Harry Fields. 


Medullary Resection of the Ovaries in Treatment of 
the Stein-Leventhal Syndrome. Hanna Ka tio. 
Acta obst. gyn. scand., 1961, 40: 16. 


ELEVEN PATIENTS treated at the First Women’s Clinic 
of the University of Helsinki, Finland were studied. 
The patients’ ages varied from 20 to 40 years. All dis- 
played features characteristic of the Stein-Leventhal 
syndrome. Hormonal analysis was made on 10 patients. 

In the Stein-Leventhal syndrome, there seems to be 
an insufficiency of the ovarian cortex and for this 
reason it is advisable that the cortex be spared at 
operation. The medullary portion, on the other hand, 
is usually hypertrophied and possibly secretes androg- 
enous steroids. Removal of the medullary portion thus 
would be more in accordance with the etiologic fac- 
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tors, and it might be anticipated to produce better 
results than removal of the cortex. 

At operation the medullary portion of the ovaries 
was removed. At histologic examination all specimens 
showed changes of the same nature. Postoperatively 
menses became regular in all of the patients. Eight of 
the patients were married and 5 of them have become 
pregnant since the operation. —Charles Baron. 


EXTERNAL GENITALIA 


Infiltrative Squamous Cell (Epidermoid) Carcinoma 
of Vulva. J. R. G. Gostinc, M. R. ABELL, BERNA- 
DETTE M. Drotette, and T. D. Loucurin. Cancer, 
1961, 14: 330. 


SQUAMOUS CELL CARCINOMA in its various forms com- 
prised 4.7 per cent of all malignant neoplasms of the 
female genital tract seen at the University of Mich- 
igan Medical Center, Ann Arbor, Michigan. One 
hundred and thirty-three squamous cell (epidermoid) 
carcinomas of orthodox type were analyzed with par- 
ticular attention being directed to 55 patients treated 
initially by complete vulvectomy and bilateral lymph- 
adenectomy. 

Sixty-two per cent of the patients were 60 years of 
age or older and all except 5 patients were either post- 
menopausal or menopausal in status. 

The patients’ mean age prior to 1935 was 55 years; 
after 1944, 66 years. Previous granulomatous disease 
of the vulva had been present in only 4 per cent of 
the patients in the series. Two patients, 1.5 per cent, 
had, then or subsequently, other primary malignant 
neoplasms, which is in striking contrast to an inci- 
dence of 37.5 per cent for patients with carcinoma of 
the vulva of Bowen’s type. 

Eighty-eight per cent of the vulvar carcinomas 
were histologically well differentiated or moderately 
differentiated lesions—grade 1 and 2. Multicentric 
foci of carcinoma were demonstrated in 26 per cent 
of cases. Leukoplakic vulvitis was present in 64 per 
cent of patients. Marginal areas of in situ carcinoma, 
usually of limited extent, were observed in 18 per cent 
of the infiltrative lesions. 

The over-all 5 year survival rate for this series 
was 39.1 per cent. The rate for those treated by com- 
plete vulvectomy and bilateral lymphadenectomy was 
60 per cent; those treated by vulvectomy or partial 
excision, 30 per cent; and those treated by other 
means, 9 per cent. 

A system of clinicopathologic staging was suggested 
for vulvar carcinoma treated by vulvectomy and 
bilateral lymphadenectomy. Following this system 
gave good correlation with survival figures: 90 per 
cent 5 year survivors for stage 1; 69 per cent 5 year 
survivors for stage 2; and 25 per cent 5 year survivors 
for stage 3. A good correlation between survival and 
histologic grade was also shown: patients with grade 
1 lesions had a 72 per cent 5 year survival rate and 
those with grades 2 and 3, 36 and 33 per cent, re- 
spectively. 

A marked infiltration of the stroma of carcinoma by 
lymphocytes and plasma cells was associated with a 
significantly higher number of 5 year survivors than 
the absence of or presence of only minimal numbers 
of such cells. A desmoplastic reaction to the invading 
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neoplasm was associated with a poorer prognosis than 
was the absence of such a response.—Charles Baron. 


PREGNANCY AND COMPLICATIONS 


Cervical Cytology in Pregnancy. Herman I. Kantor, 
B. Roman, JoHN T. Leonarp, Luis 
and Juria B. VAN BurKLEO. Am. 7. Obst. Gyn., 1961, 
81: 729. 


ON THE Basis of cytologic studies and follow-up therapy 
in 1,000 pregnant patients seen in the Prenatal 
Clinic of St. Paul’s Hospital, Dallas, Texas, where 
the patients were subjected to routine Papanicolaou 
smears, the authors believe that cytologic studies 
during pregnancy merit widespread use since a 
trained cytologist can differentiate between the cell 
changes due to pregnancy and those related to 
neoplasia. Of the 1,000 patients, 897 were ante- 
partum and 103 postpartum. Patients with smears 
reported as class III, IV, or V were admitted to 
the hospital as quickly as possible for a cone biopsy. 
In this series 44 patients belonged to these classes. 
In patients in whom positive cytologic smears are 
discovered late in the pregnancy, the biopsy may 
be deferred until after delivery. 

In this series there were 15 patients with lesions 
classified in therapeutic group I, reversible; 24 
patients in therapeutic group II, early nonreversible; 
and 1 patient in therapeutic group III, late non- 
reversible. 

Patients with reversible lesions should be delivered 
of their infants vaginally. 

Patients with nonreversible early lesions should 
probably be delivered of their infants by elective 
cesarean section. Specific therapy may be deferred 
until the postpartum period and should depend upon 
the result of smears and biopsy at that time. 

Nonreversible late lesions demand primary thera- 
peutic consideration. —Lawrence I. Bernard. 


Pathogenesis and Therapy of Habitual Hydramnios 
(Zur Pathogenese und Therapie des _habituellen 
Hydramnions). A. Reisr. Schweiz. med. Wschr., 1961, 
91: 364. 


POLYHYDRAMNIOS usually occurs only once in the 
obstetric history of any given patient. The author adds 
3 more cases of recurrent polyhydramnios in the same 
women. 

The first case is represented by a patient whose 
second and third pregnancies were accompanied by 
polyhydramnios and marked fetal abnormalities. 
Low fluid and decreased salt intake plus diuretics had 
little influence in decreasing the amount of amniotic 
fluid. The second case was of a patient with one 
normal labor and delivery followed by 3 successive 
pregnancies with polyhydramnios. The last pregnancy 
was successfully managed with transabdominal 
amniotic sac puncture. The third patient had 3 suc- 
cessive pregnancies with polyhydramnios after a 
spontaneous abortion. Transabdominal tapping was 
also successful with the fourth pregnancy. 

The occurrence of increased amounts of amniotic 
fluid could not be related to disease of the mother in 
any instance. Syphilis, toxoplasmosis, diabetes mel- 
litus, blood grouping, Rh incompatibility, circulatory 


or renal disease, and toxemia were apparently un- 
related. Clinical experience relates the occurrence of 
polyhydramnios to abnormally developed fetuses. A 
possible explanation is bacterial or viral infections of 
the placenta. — Warren R. Lang. 


On the ow and lege of Habitual Abortion 
(Zur Aetiologie und erapie der _habituellen 
Aborte). O. KAsEr. Schweiz. med. Wschr., 1961, 91: 352. 


THE TERM “habitual abortion” is commonly used 
when three consecutive pregnancies are lost during 
the first 7 months of gestation. Most of the numerous 
articles on this subject suffer from small statistical 
numbers, and from the large number and many pos- 
sible combinations of factors that cause it. These fac- 
tors include: (1) maternal disease, including psychic 
disturbance; (2) malnutrition; (3) genetic and sper- 
matic defects; (4) immunoserologic conflicts; (5) hor- 
monal imbalance; and (6) uterine factors. 

The author, who is the director of the Women’s 
Clinic in St. Gallen, Switzerland, has thoroughly in- 
vestigated 69 of 82 women who were habitual aborters 
and had had a total of 310 pregnancies in the past 
with only 12 per cent living children. Twenty per cent 
of the mothers had :medical disease or problems, 50 
per cent had abnormal endometrial findings on endo- 
metrial biopsy, and two-thirds of the patients had 
uterine abnormalities. There were 10 instances of in- 
competent cervical os, usually diagnosed by hystero- 
gram. 

Forty-two of the 82 women became pregnant again 
after treatment and 54 live children resulted from 64 
pregnancies, for a success rate of 84 per cent. Com- 
parison between treated and untreated patients, how- 
ever, made therapeutic optimism unwarranted except 
possibly in that group of patients in whom anatomic 
defects can be corrected surgically. 

—W. Dieter Bergman. 


Ectopic Pregnancy: An 18 Year Analysis. RussExt R. 
DE ALVAREZ and FRank S. Nisco. Obst. Gyn., 1961, 17: 
536. 


THE AUTHORS presented the historical, clinical, and 
laboratory data and regimens of diagnosis and treat- 
ment on 135 patients treated for ectopic pregnancy 
in the Department of Obstetrics and Gynecology of 
the University of Washington in Seattle. 

Ectopic pregnancy continues to be a significant 
cause of maternal death, but far less frequently 
than in the past. The majority of patients with 
ectopic pregnancy did not exhibit the typical signs 
and symptoms of eccyesis. Time spent in careful 
observation and evaluation pays high rewards. 

Pregnancy tests do not provide infallible aid in 
diagnosis. The Friedman pregnancy test was made in 
61.4 per cent of the cases, and a false negative result 
was obtained 35.6 per cent of the time. Colpocente- 
sis, on the other hand, is of great diagnostic value. _ 

Decidual endometrium is not always present in 
ectopic pregnancy. 

justifiable variant classifications of ‘‘possible ectopic 
pregnancy” and “remotely possible ectopic preg- 
nancy” are proposed. 

Management regimens for the variants are out- 
lined. 
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Incidental appendectomy does not increase post- 
operative morbidity in the carefully selected patient 
with an ectopic gestation but should not be performed 
routinely. —Charles Baron. 


Idiopathic Jaundice of MEtvin H. VAN 
Woert and JosepH B, Kirsner. Gastroenterology, 1961, 
40: 633. 


JAUNDICE DURING PREGNANCY results in difficult differ- 
ential diagnosis, which includes hepatitis, choledo- 
cholithiasis, cirrhosis of the liver, and hemolytic ane- 
mia. Icterus peculiar to pregnancy has been associated 
with hyperemesis gravidarum, late toxemia, Sheehan’s 
obstetric acute yellow atrophy, and idiopathic jaun- 
dice of pregnancy. The latter condition is character- 
ized by jaundice and generalized pruritis, both of 
which disappear after delivery but frequently reappear 
during subsequent pregnancies. 

The onset of jaundice in idiopathic jaundice of 
pregnancy most frequently occurs during the last 4 
months of pregnancy. Pruritus, which is the initial 
symptom, often precedes jaundice by several weeks. 
The jaundice is associated with dark urine and light 
colored feces, and usually reaches a maximum in 
about a week. After delivery the jaundice disappears 
within 1 to 2 weeks. A great majority of patients ap- 
pear in good general condition and a minimal 
hepatomegaly is sometimes found, but spider nevi, 
splenomegaly, lymphadenopathy, and anemia are 
absent. 

The cause of idiopathic jaundice in pregnancy is 
not known. It is thought that this disease is directly 
related to the pregnancy and is not coincidental. 

The clinical picture and cholecystogastrography 
are usually helpful in differentiating gallstones from 
idiopathic jaundice of pregnancy. The onset late in 
gestation, the long preicteric phase marked by 
pruritus, the negative response to the thymol tur- 
bidity test, and the rapid improvement after delivery 
all help differentiate idiopathic jaundice of preg- 
nancy from viral hepatitis. 

In this type of jaundice the prognosis for mother 
and baby is excellent. —Harry Fields. 


Experimental Induction of Abruptio Placentae (La 
provocazione sperimentale del distacco di placenta). 
I. Marti, S. MonMENEU, and M. Minerva gin., 
Tor., 1961, 13: 254. 


THs EXPERIMENTAL STUDY was carried out at the De- 
partment of Obstetrics and Gynecology of the Uni- 
versity of Valencia Medical School, Valencia, Spain. 

Abruptio placentae was induced 1 hour after liga- 
tion of the inferior vena cava in pregnant rabbits. 
Histologic examination of the placentas disclosed 
marked venous congestion but no massive hemor- 
rhages could be visualized. The authors believe that 
the mechanism of the detachment lies in the stasis of 
the circulation with consequent damage of the cap- 
illary wall. 

On the other hand, intravenous injection of throm- 
boplastin produced a high percentage of fetal deaths 
but no abruptio placentae. No histologic cause could 
be detected. Intravenous injection of rabbit amniotic 
fluid and serotonin did not alter fetoplacental rela- 
tions. Placental extracts injected intravenously caused 


almost instantaneous intrauterine death, but the 
authors believe that the deaths were probably due to 
lack of purification of the product. 

— Maria Serratto. 


The Treatment of Eclampsia. DerEK LLEWELLYN- 
Jones. 7. Obst. Gyn. Brit. Commonwealth, 1961, 68: 33. 


Ecrampsia is a disease of pregnancy found in sufficient 
numbers for study in the underdeveloped countries 
only. The author reports his large experience in 
Malaya where 227 eclamptics were seen in a period of 
6 years. 

Basic therapy of course consists of good nursing care 
in which a clear airway is maintained and careful 
observation of the patient is a continuous procedure. 

Specific therapy used in various groups of patients 
included (1) continuous thiopentone infusion which 
was found to give only fair results; (2) bromethol per 
rectum, which produced better results than thiopen- 
tone, but was found difficult to administer and asso- 
ciated with increased amounts of pharyngeal mucus 
and pulmonary edema; (3) hypotensive drugs which 
were found difficult to control; and (4) phenothiazine 
derivatives, which are really the subject of this report. 

Mixtures of chlorpromazine, promethazine, and 
pethidine hydrochloride were used in 150 eclamptics 
with truly fine results. It was found that hypertension 
was reduced, sedation produced, pharyngeal mucus 
easily controlled, and that a diminution of the inci- 
dence of hyperpyrexia occurred. 

Obstetric management of course depends on the 
pelvis and the “‘ripeness” of the cervix if the patient is 
not in labor. With the phenothiazine regimen and 
conservative obstetric management, the author ob- 
tained a maternal mortality rate of 6.6 per cent, a 
cesarean rate of 13.3 per cent, and a fetal mortality 
rate of 38.8 per cent, truly remarkable for the mate- 
rial dealt with. —M. Leon Taner. 


Results in 125 Cases of Eclam 
casos de eclampsia). Cantos Martinez SAENZ, JEsUs 
ALBERTO GOMEZ PALACINO, FERNANDO SANCHEZ 
Torres, and Cartos R. Sirva Mojica. Rev. Colomb. 
obst., 1961, 12: 42. 


THE AUTHORS REPORT the results obtained in 125 pa- 
tients with eclampsia treated on the toxemia service 
of the Maternity Hospital of Bogota, Colombia from 
March 1959 to August 1960, during which period 600 
patients were admitted with various degrees of 
pregnancy toxemia. Of this number 65 were treated 
for antepartum eclampsia, 41 for intrapartum ec- 
lampsia, and 19 for postpartum eclampsia. The 
incidence of eclampsia, therefore, proved to be 20.8 
per cent. 

Five cesarean sections were performed for obstetric 
indications, 2 to save the fetus from cord strangula- 
tion, 2 for cephalopelvic disproportion, and 1 for 
abruptio placentae. The 4 patients who died had 
cerebrovascular complications. The 11 cases of fetal 
death were in the same proportion as fetal deaths in 
the hospital in general. ‘The causes of maternal death 
in 4 cases of antepartum eclampsia were cerebrovas- 
cular in 2, cerebrovascular associated with acute pul- 
monary edema in 1, and intrapartum eclampsia and 
cerebrovascular and acute pulmonary edema in 1. 


ia (Resultados en 125 


The patient dying of acute renal insufficiency was 
admitted after 15 convulsions beginning 27 hours 
prior to admission. No convulsion developed after 
treatment. A spontaneous delivery occurred 6 hours 
later; the patient succumbed on the seventh day of 
the puerperium. In the 41 cases of intrapartum ec- 
lampsia, 7 cesarean sections were performed for 
obstetric indications. One patient died of acute renal 
insufficiency 6 days after delivery. The 1 fetal death 
occurred in a twin dying intrapartum of anoxemia 
caused by arterial hypotension from spinal anesthesia. 
There were no deaths among the 19 patients admitted 
with postpartum eclampsia. 

In 4 patients the fetus was dead on admission, 
and another patient, admitted with a live fetus in 
utero, had rapid and progressive exacerbation of her 
condition, which prevented adequate obstetric care. 

Of the 125 patients admitted with eclampsia, at- 
tacks were repeated after admission in only 33 
instances or 26.4 per cent. Cesarean section was not 
performed for eclampsia. The maternal mortality 
rate was 4 per cent, the fetal mortality 12.9 per cent. 

— Edith Schanche Moore. 


A Clinicostatistical Study on the Treatment and 
Prophylaxis of Hemolytic Disease of the Newborn 
Due to the Rh Factor (Rilievi clinico-statistici sulla 
terapia e profilassi della malattia emolitica del 
neonato da fattore Rh nella clinica ostetrica e gine. 
cologica dell’ universita di Roma). G. Amaturo, F, 
Autuort, and V. Pozzi. Clin. ostet. gin., 1961, 63: 21, 


THE BLOOD GRoup and Rh factor were determined in 
22,990 pregnant women followed up at the Depart- 
ment of Obstetrics and Gynecology of the University 
of Rome Medical School, Rome, Italy in the period 
January 1949 to December 1958. Of the total number 
of cases studied, 13,060 women were multiparas. Ap- 
proximately 12 per cent of the patients were Rh 
negative. 

Isoimmunization to the Rh factor occurred in 110 
cases and the hemolytic disease of the newborn in its 
various clinical forms was observed in 104 cases. In 
42 patients the delivery was spontaneous and in 39 
at term. In 16 patients premature delivery was ob- 
tained by cesarean section. 

Seventy-seven infants were treated with blood trans- 
fusion and 58 of them received exchange transfusion. 
The mortality rate was 24.5 per cent. Distant neuro- 
logic sequelae were noted in 8 per cent of the babies 
born prematurely by cesarean section and in 15 per 
cent of those born at term. However, 3 of the babies 
born at full term were treated with exchange trans- 
fusion after the first day of life. —Maria Serratto. 


The Study of Free Gas in the Fetus as a Sign of In- 
trauterine Death. A. M. Srewart. Brit. J. Radiol., 
1961, 34: 187. 


ROENTGENOLOGY provides a unique opportunity to 
study the normal process of mortification under con- 
trolled conditions of temperature and sterility. Con- 
firmation of death in utero, from the roentgeno- 
graphic viewpoint, is fundamentally a study of mac- 
eration and to a great extent the degree of maceration 
determines the roentgenologic appearances. A con- 
siderable proportion of the roentgenographic signs— 
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hyperflexion of the spine, Spalding’s sign consisting of 
disalignment and overlap of the sutures, decalcifica- 
tion of the skeleton, and crowding of the ribs—do not 
make their appearance until maceration is advanced, 

When fetal death is suspected because of absence of 
fetal movement or fetal heart sounds, early and defi- 
nite confirmation is useful. The earlier signs of death 
are: (1) slight flexion of the fetal spine, (2) the “halo” 
sign of Deuel, and (3) the presence of intrafetal gas, 

Intrafetal gas is small in amount and is almost 
always confined to the fetal vascular system. It has 
been seen outside the circulation, however, in the 
retroperitoneal tissue, the scalp, and the peritoneal 
and pleural cavities. In 24 cases the gas was demon- 
strated antenatally and in 11 cases it was seen both 
antenatally and postnatally. Intrauterine death was 
observed in 2 per cent of all antenatal cases referred 
for roentgenologic examination and in 45 per cent of 
these gas was present. 

The shortest interval after cessation of the fetal 
heart, in which gas was demonstrated in utero, was 12 
hours, and in 6 instances it was observed within 24 
hours or less. In 70 per cent of the series it was present 
within 7 days or less and in 84 per cent within 10 
days. It was the only sign of death in 15 cases, 48 per 
cent of the total, and up to the third day in 92 per cent 
of the series its presence alone indicated fetal death. 

— John R. Wolf. 


Prolapse of the Umbilical Cord, Includin 
Follow-Up of Fetal Survivors. Irvin M. 
Am. F. Obst. Gyn., 1961, 81: 666. 


THE EXPERIENCE with prolapsed cord at the Johns 
Hopkins Hospital, Baltimore, Maryland for a period 
of 60 years is reported. 

The standard etiologic factors are confirmed. These 
include an incompletely filled inlet at the time of 
rupture of the membranes due to abnormal presen- 
tation, contracted pelvis, prematurity, multiple gesta- 
tion, and amniotomy at a time the presenting part 
is unengaged. 

Perinatal mortality is related to multiple factors. 
The time between prolapse of the cord and diagnosis 
and that between diagnosis and delivery are consid- 
ered important factors for survival. The mode of 
immediate therapy, such as decompression versus 
attempts to hasten delivery, is also important, and 
fetal maturity is a most significant factor. If these 
factors are favorable, then the safest form of delivery 
available within a reasonable time should be used. 

The authors have made an attempt to determine 
by a questionnaire the late outcome of babies born 
alive. They conclude that late results are more likely 
to be related to the state of maturity of the infants 
at birth than to the hypoxia attendant on cord pro- 
lapse. —M. Leon Tancer. 
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The Problem of the Neonatal Umbilicus and Its Re- 
lation to the Incidence of Sepsis in a Maternity 
Unit. P. J. Huntincrorp, G. Wetcu, Ursuta Gass, 
and G. WETHERLEY-MEN. 7. Obst. Gyn. Brit. Common- 
wealth, 1961, 68: 179. 


Ir HAS BEEN recently established that the neonatal 
umbilical stump plays an important part in the 
spread of staphylococcal infection in maternity units. 
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It is reasonable to consider that the control of bac- 
terial colonization of the umbilical stump should be 
one of the measures taken to reduce the incidence of 
neonatal and maternal sepsis due to staphylococci. 

This study was designed to determine the time and 
incidence of colonization of the umbilical stump by 
Staphylococcus aureus. The effects of various methods 
of stump treatment on the incidence of bacterial 
colonization and the relationship between coloniza- 
tion of the umbilical stump and staphylococcal sepsis 
in the maternity ward are studied. 

The umbilicus is colonized at birth or in the 24 
hour period after delivery and virtually all infants are 
affected. It is suggested that the spread is from staff 
to umbilical stump and thus from infants to their 
mothers. 

Although the umbilical stump is not the only 
source of staphylococci in a maternity unit, the 
profuse growths invariably obtained in this investiga- 
tion indicate that it is an important reservoir of 
pathogenic organisms. 

Certain techniques of management of the umbilical 
stump are more effective in reducing this sepsis than 
others. Of these techniques occlusion with keyhole 
dressing, cord powder, and binder seems the simplest 
and most desirable. 

Along with this, important preventive measures 
are: rooming-in, isolation of mother and infant as a 
unit if either devélops a septic lesion, and prompt or 
early discharge of infected mothers and infants. 

It is concluded that the occlusive technique de- 
scribed is effective in the reduction or prevention of 
umbilical colonization and the encouragement of 
early separation of the stump, which reduces it as a 
source of infection. —Harry Fields. 


The Detection of an Outbreak of Staphylococcal In- 
fection of Perineal Tears by Routine Phage Typing. 
J. Obst. Gyn. Brit. Commonwealth, 


THE VALUE of routine phage typing in the study and 
control of staphylococcal infection in hospitals is sug- 
gested. An account is given of a small outbreak of 
staphylococcal wound infection which was detected 
and traced to its source in a carrier by routine phage 
typing of all strains of Staphylococcus aureus isolated 
in the clinical laboratory. Prompt phage typing of all 
strains of staphylococci isolated within a hospital per- 
mits the early detection of small epidemics and helps 
discover the probable source. Nevertheless, the work 
involved is out of proportion to the useful results 
obtained. —Harry Fields. 


LABOR AND COMPLICATIONS 
The Cytologic Picture in Cases of Postmaturity (Das 


cytologische Bild bei Faellen von anamnestischer 
rr alia J. Jenny. Gynaecologia, Basel, 1961, 


Iv A GRouP oF 77 cases of postmaturity, as diagnosed 
by dates with some reliability (after day 302), 105 
vaginal smears were obtained and stained according 
to Shorr. The results in 72 cases were used for this 
study, the remainder being too doubtful because of the 
presence of blood or infection. The author was able to 


show that definite and recognizable changes in the 
histologic appearance take place in the week preced- 
ing delivery and help to prognosticate the delivery 
date and the possible success of induction of labor. 
These changes occur in regard to the cell type (less 
intermediary cells and more superficial cell types), 
less clumping, increase in mucus or leukocytes, and 
reliable changes in the acidophilic and karyopyknotic 
indices. 

The ovocyclin test with 10 mgm. ovocyclin M also 
becomes positive about this time, and if the results of 
both tests have become positive, delivery occurs with- 
in 5 days in 89 per cent of the patients. This test is 
based on the fact that desquamated cells show refrac- 
toriness of the mucous membranes to crystalline 
estradiol or ovocyclin throughout the pregnancy, 
until they start responding again histologically in the 
last several days before delivery. 

There were no changes typical for “‘postmaturity” 
in this series, but certain changes of the placenta, such 
as aging and infarction, could sometimes be predicted 
from examination of the smear. 

—W. Dieter Bergman. 


Postoperative Morbidity from Cesarean Section. 
Rosert E. Dean and E. Stewart Taytor. Am. 7. 
Obst. Gyn., 1961, 81: 877. 


PATIENTS WITHOUT COMPLICATIONS and not in labor 
had a 30 per cent postoperative combined febrile mor- 
bidity and complication rate from cesarean section 
whereas patients with complications had a rate of 70 
per cent in 200 sections performed at the Colorado 
General Hospital and Saint Joseph’s Hospital, Denver. 

Cesarean section was accompanied by postopera- 
tive morbidity eight to twenty times greater than that 
from spontaneous vaginal delivery, depending on the 
condition of the patient at the time of operation. 

Before selecting cesarean section over vaginal deliv- 
ery one should recognize the potentials for immediate 
postoperative morbidity. 

Morbidity from cesarean section can probably be 
reduced by improved preoperative preparation of the 
patients, strict attention to established principles of 
surgery, and good postoperative management. 

—Alan Rubin. 


Repeat Cesarean Section. Paut F. Mutter, WILLIAM 
Hetser, and GRAHAM. Am. 7. Obst. Gyn., 
1961, 81: 867. 


THE PERINATAL MORTALITY figures in 1,462 repeat 
cesarean sections performed in six Indianapolis, 
Indiana hospitals indicate that cesarean section is 
more hazardous for the premature infant but not 
necessarily more hazardous for the mature infant than 
vaginal delivery. 

As in all similar studies the number of elective pre- 
mature deliveries in the reported group was high. 
This error seems to be quite universal and persistent 
despite obstetric advances. 

Rupture of the transverse low cervical scar is 
seldom complete and therefore seldom hazardous to 
mother or infant. The same cannot be said of rupture 
of the classical scar. 

Rupture of the postcesarean section scar is not the 
“catastrophic” event that one finds reported in con- 
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junction with spontaneous or traumatic rupture of the 
uterus. —Alan Rubin. 


NEWBORN 


Roentgen Signs of P. it 

born. 
714, 
THE AUTHOR emphasizes that a delay in the diagnosis 
of pneumoperitoneum in the newborn is commonly 
associated with fatal consequences. The causes of per- 
foration and the treatment of such have been described 
elsewhere and the author primarily discusses the diag- 
nosis. Since roentgenograms of newborns are most 
frequently taken in the supine position, the author 
calls attention to the anterior collection of air which 
may visualize the urachus and/or the falciform liga- 
ment. Certainly roentgenograms taken in the erect 
and lateral positions adequately demonstrate the free 
air. Since the clinical findings are often not indicative 
it is emphasized that close attention to these roentgen 
signs should assist in the early establishment of the 
diagnosis and prompt treatment. 

—Frank R. Hendrickson. 


eum in the New- 
ENRIQUE SCHWARZ. ‘Am. J. Roentg., 1961, 85: 


Imperforate Vagina in the Newborn. WaLLAcE M. 
DENNISON and Paut Bacsicn. Arch. Dis. Childh., Lond., 
1961, 36: 156. 


FROM THE ROYAL HOsPITAL for Sick Children and the 
Department of Anatomy, University of Glasgow, 
Scotland the authors report 5 cases of atresia of the 
lower vagina in infants. ‘The diagnosis was confirmed 
only at laparotomy. In all cases, there was a solid 
block of tissues, at least 2 cm., separating the distended 


vagina from the perineum and there was no bulging 
membrane present to aid the diagnosis. Hydrocolpos 
due to vaginal atresia was diagnosed in all the infants, 
Four were babies and 1 was a girl 7 months old. One 
of the 5 is alive and well; she has neither vagina nor 
uterus. 

It is postulated that hydrocolpos, apart from vaginal 
obstruction, is caused by the overabundant secretory 
activity of the neonatal uterine or cervical glands. 

In general, the uterus of the newborn shows a con- 
siderable degree of precocious maturity and there is a 
marked hyperplasia of the lining epithelium and of 
the glands. These glands produce a copious mucous 
secretion, presumably under the impact of estrogens 
and progesterone derived both from the placenta and 
from the fetal ovaries. Although there is a tacit 
assumption that this mucous secretion is largely the 
product of the glands of the body of the uterus, the 
authors’ observations revealed a surprisingly greater 
maturity of the glands of the cervical canal and believe 
that these glands are the main, if not the exclusive, 
source of the mucous discharge. There is accumulat- 
ing evidence to indicate the cardinal role played by 
estrogens in the hormonal control of the secretion of 
the cervical glands. It has been shown that administra- 
tion of progesterone inhibits cervical mucous secretion. 

Great individual variations exist in the urinary out- 
put of estrogens during pregnancy. The nonappear- 
ance of hydrocolpos in some cases of imperforate 
vagina of the newborn may be due to the low output 
of estrogens or in some instances to the blocking effect 
of increased discharge of progesterone or progesterone- 
like substances from the placenta or from the fetal 
adrenal cortex. —Charles Baron. 
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SURGERY OF ‘THE MALE REPRODUCTIVE SYSTEM 


PROSTATE AND SEMINAL VESICLES 


Hormonal Treatment of Prostate Disorders (Die 
Hormonbehandlung des Prostataleidens). R. GEWALT 
and A, JAHNKE. Zbl. Chir., Leipzig, 1961, 86: 603. 


Tue aurHors differentiate prostatic hypertrophy into 
three clinical groups according to degree. If the 
initially irritable bladder is subjected to such stimuli 
as cold, moisture, or alcohol, acute retention can 
result. Edema, vascular disturbances, and changes 
in the autonomic regulation play a triggering role in 
the resulting mechanical obstruction. Results ob- 
tained from pure androgen therapy must be explained 
on the basis of a generalized effect on metabolism, 
vascularity, and increase in muscular tone and not 
merely on a hormonal basis. The authors insist on 
hormonal therapy of adenomas before mechanical 
obstruction has developed. 

Patients with stage 2 hypertrophy, with a urinary 
retention of over 100 c.c., are hospitalized for treat- 
ment. Forty mgm. of depot progynon, androgen- 
esterone, are injected once weekly and injection is 
continued until a definite improvement is seen. This 
improvement usually occurs after 2 to 3 weeks and the 
patient is continually evaluated. When subjective and 
objective improvement occurs, the injections are given 
biweekly until all clinical symptoms have disappeared, 
which is usually at the end of 6 months. Feminization, 
impotence, and psychic disturbances were not ob- 
served in a single patient. Small amounts of strychnine 
preparations were administered to increase the de- 
trusor tone during hormonal therapy. The authors 
state that a 2 year follow-up on all patients has failed 
to reveal a recurrence of symptoms, although they 
omit the number of patients treated. 

Prostatic carcinomas, in contrast to adenomas, are 
ideally suited for radical surgery when diagnosed 
early. The work of Huggins has demonstrated the 
value of antiandrogenic agents for prostatic carcino- 
mas. The authors used “‘cyren” A and B implantation 
but were obliged to stop therapy in a large number of 
patients because of serious side effects. 

The authors conclude that whereas they are unable 
to obtain many permanent cures, they are able to 
keep the patient symptom free for a long time. 

—Andrew P. Adams. 


Retropubic Prostatectomy. 
. Urol., 1961, 33: 25. 


Tue INCIDENCE, duration, and clinical significance of 
positive blood cultures after retropubic prostatectomy 
was studied in 50 patients. In 34 the urine was infected 
at the time of operation. It was sterile in the other 
16. Cultures were taken just before operation, imme- 
diately after enucleation of the prostate, and after 2 
hours had elapsed. In the presence of infected urine, 
a positive blood culture was found in 82 per cent of 
34 patients after retropubic prostatectomy and re- 
mained positive in a number of cases for periods vary- 
ing from 2 to 5 hours. 


Bacteremia Followin 
A. Brit. 


The most frequently found organisms were entero- 
cocci, coliform organisms, and Pseudomonas pyocy- 
aneus. Protracted bacteremia was frequently present 
in patients with long or complicated convalescence. 
Preoperative catheter drainage is the main cause of 
urinary infection, and in these patients postoperative 
bacteremia is frequent. The organisms are resistant to 
the commonly used antimicrobial prophylactic agents, 
and protracted bacteremia can initiate chills, fever, 
and ascending pyelonephritis. The period of pre- 
operative catheter drainage should be as short as 
possible. — Dawid Rosenbloom. 


Unsuspected Carcinoma in Surgical Specimens of the 
Prostate. ALBERT H. Jostin, Rosert Licn, and 
Matcotm L, Barnes. South. M. 7., 1961, 54: 233. 


SINCE THERE IS as yet no simple, rapid test for the 
diagnosis of prostatic carcinoma, regular digital rectal 
examination of every man over 40 years of age com- 
bined with a systematic study of all areas of benign 
hyperplasia in sections in which carcinoma is not 
found elsewhere may well improve the survival rates 
in this common male neoplasm. For clarity, the au- 
thors have classified carcinoma of the prostate accord- 
ing to clinical recognition. Any carcinoma was classi- 
fied as clinically suspected whether diagnosed by clin- 
ical impression, cystoscopic examination, prostatic 
biopsy, or at operation. Only those carcinomas dis- 
covered by histologic examination of the surgical 
specimen were classified as clinically unsuspected. 
Of 748 patients who underwent prostatectomies, 
113 were found to have carcinoma of the prostate. 
Fifty-five of the carcinomas were diagnosed clinically 
whereas 58 were diagnosed by histologic examination. 
When random sectioning was used the average inci- 
dence of clinically unsuspected carcinoma was 8.1 per 
cent, whereas the average incidence for studies using 
step sectioning was 34.2 per cent. Mortality figures 
suggest a striking difference between survival rates in 
patients in whom unsuspected carcinoma of the pros- 
tate was found, 30 per cent from all causes and 2.5 
per cent from carcinoma of the prostate, and those 
who had clinically suspected lesions, 44.4 per cent 
from all causes and 16.7 per cent from prostatic car- 
cinoma. Clinically suspected lesions produce an in- 
creased mortality of more than twice that expected 
from actuarial studies. —Peter L. Scardino. 


PENIS 


The Treatment of Peyronie’s Disease (Le traitement de 
la maladie de la Peyronie.) Ioan Rovinesco. 7. urol. 
méd., Par., 1960, 66: 770. 


Srxty-stx cases of penis plasticus were encountered 
by the author in his private practice in Bucharest, 
Romania in the period since 1952. This material he 
has divided into three groups in accordance with 
the history of each patient, histories which would 
seem to indicate some pathogenetic role in the 
development of the penile affection. In 28 instances 
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latent syphilis was present; in 29, a general metabolic 
disturbance, such as the urate diathesis of gout, 
hypercholesteremia, diabetes, or atheromatosis; in 
9, benign lymphogranulomatosis, Nicolas-Favre dis- 
ease. 

As a rule the treatment started with an attack on 
the antecedent pathogenetic factor. This was followed, 
accompanied by local therapy, with a course of 
ultrasonic wave therapy and, if this did not seem to 
produce results, it was followed by Chaoul’s therapy 
or by radium irradiation. These physiotherapeutic 
methods were usually followed by local injections of 
hydrocortisone or of hyaluronidase. Surgical inter- 
vention was never resorted to, and the author has 
had no experience with the intravenous injections 
of nitric hyperite recommended by Lukaszczyk. Of 
course adequate dosages of vitamin E and the anti- 
biotics were consistently administered. 

On the whole, the results of treatment were poorest 
in the patients with latent syphilis. Antisyphilitic 
therapy diminished the induration appreciably in 
6; the pains of coitus diminished in 3; and in all the 
rest no noticeable change in the condition was seen. 
Physiotherapy produced some amelioration in 20 
per cent of cases. The improvement resulting from 
the fibrinolytic injections was transitory. In the 
metabolic disturbances the best results were procured 
with the sclerolytic therapy, especially when it was 
accompanied by local and general therapeutic 
measures. In 7 of these patients the induration 
diminished notably and the improvement in the 
coital pains lasted for periods of 3 to 5 years. In the 
lymphogranulomatosis group aureomycin and ultra- 
sonic therapy produced good results in 4 instances; 
in 2 cases the condition recurred after 6 and 9 months, 
respectively; and in the remaining 3 the therapy 
was without effect. In these 3 failures, subsequent 
local therapy with hydrocortisone and hyaluronidase, 
associated with the administration of cortancyl and 
aureomycin, produced lasting benefit in 2 cases and 
a negative result in 1. 


On the whole in this disease anatomic restitution 
cannot be anticipated. Improvement is generally 
observed which may at times be lasting, but is fre. 
quently transitory. Very often the effect of the treat. 
ment is nil. — John W. Brennan, 


Hypospadias. T. Ray BRoapBENT, Rosert M. Wootr 
—_ Esat Toxsu. Plastic @ Reconstr. Surg., 1961, 27: 


THE IDEAL CORRECTION of hypospadias should involve 
as few operations as possible. The authors report 8 
cases of penile or penoscrotal hypospadias accom. 
panied by chordee which were corrected in a single 
operation. Fistulas developed in 3 cases and it js 
hoped that this incidence may be reduced. 

The preferred age for correction is 5 years. A peri- 
neal urethrostomy is performed as a preliminary step, 
the incision being made over a urethral sound bulged 
into the perineum. A strip of skin is outlined around 
the hypospadic opening. This strip is about one- 
quarter to one-third of the penile cover in width. The 
incision courses distally to the coronal sulcus, some- 
what laterally. As this part of the strip is developed 
the underlying chordee is corrected by excision of the 
fibrous tissue. The skin strip incisions are continued 
around the penis for mobilization of the remaining 
prepuce and production of a tube of adequate length 
for threading through the glans. To preserve blood 
supply the distal section is mobilized only enough to 
allow a ventral shift, which may cause a mild angula- 
tion. Tube formation is produced by closure of the 
edges with a running No. 5-0 chromic suture. Two or 
three tiers of soft tissue are then roofed over the tube 
with interrupted sutures of the same material. The 
last layer of sutures is placed subcuticularly. The 
perineal urethrostomy catheter is left in place 10 days. 
Details of the technique are clarified by illustrations. 

The economical and psychological benefit to the 
patient without sacrifice of end result warrants con- 
sideration of the single operation approach to hypo- 
spadias. —Allan K. Swersie. 
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SURGERY OF THE GENITOURINARY TRACT 


KIDNEYS AND URETERS 


Renal Disease with Associated Hypertension. Marvin 
H. and Marvin F. Levitt. 7. Mount Sinai 
Hosp., N. York, 1961, 28: 136. 


INTRINSIC DISEASES of the kidney such as glomerulone- 
phritis, chronic pyelonephritis, polycystic kidneys, 
unilateral renal artery disease, radiation nephritis, 
toxemia of pregnancy, and renal amyloidosis usually 
are associated with some form of hypertension. Cer- 
tain characteristics of hypertension seen in systemic 
diseases such as polyarteritis nodosa, systemic lupus 
erythematosus, scleroderma, and diabetic glomeru- 
losclerosis are reported. ‘The authors review in some 
detail the clinical characteristics of both the intrinsic 
diseases of the kidney and the systemic diseases with 
renal involvement and suggest certain possible 
pathophysiologic mechanisms responsible for the 
associated hypertension. 

Diagnostic techniques, primarily useful in unilateral 
renal disease, are described. A program for the man- 
agement of hypertension associated with intrinsic 
renal disease is outlined, and the potential dangers 
from the use of antihypertensive agents in the presence 
of marked renal insufficiency are emphasized. 

— Stephen W. Carveth. 


Conservative Surgery in Renal Tuberculosis. Howarp 
G. Haney. Brit. 7. Surg., 1961, 48: 415. 


AT THE PRESENT TIME the principal complications of 
drug therapy of genitourinary tuberculosis are the 
development of urinary obstruction and the persist- 
ence of latent foci of infection. Consequently, surgical 
intervention is directed to maintenance or provision 
of urinary drainage and evacuation of large areas of 
caseation. The primary sites of development of fibrosis 
and subsequent obstruction during treatment are the 
lower end of the ureter, the ureteropelvic junction, 
and the neck of the calyx. The former is managed by 
reimplantation of the ureter or by diversion. Surgical 
repair should also be considered in ureteropelvic 
junction obstruction shown to be progressive. 

The author reports the cases of 3 patients with 
renal tuberculosis in whom the Davis intubated ure- 
terotomy was successfully employed. Since obstruction 
of the neck of a calyx may lead to a pyocalyx, regular 
observation of clubbed calyces is necessary. Differen- 
tiation of an obstructed calyx from one filled with 
caseous material is difficult. Roentgenographic dem- 
onstration of a persistent closed cavity despite pro- 
longed intensive drug therapy is indicative of an ab- 
scess which should be treated by aspiration and suffi- 
client excision of its roof to allow gentle removal of 
slough from its wall. Hemostasis is secured by over- 
sewing the edge with No. 000 catgut. Drainage of the 
wound is unnecessary. 

The operation of renal cavernotomy has been per- 
formed 33 times in 28 patients. Aside from 1 sinus 
tract, no serious morbidity or mortality has been en- 
countered. In 16 patients treated by cavernotomy in 
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whom drug therapy was completed, the urine has 
remained free of tubercle bacilli. Cavernotomy has 
been a simpler and safer procedure than partial 
nephrectomy. — John T. Grayhack. 


Surgical Treatment of Multiple, Recurrent, Branched, 
Renal, Staghorn Calculi by Pyelonephroileovesical 
Anastomosis. WILLARD E. Goopwin and ABRAHAM 
T. K. Cocxert. 7. Urol., Balt., 1961, 85: 214. 


OxsTRUCTION with poor drainage associated with in- 
fection may well be an important contributing factor 
to the reformation of multiple, branched renal calculi. 
In spite of meticulous surgical extirpation of the cal- 
culi, recurrences are notoriously troublesome. The 
authors have suggested a possible surgical technique 
for the prevention of recurrences by providing large 
caliber drainage of the kidney adequate to allow the 
recurrent stone to pass. 

To provide a large drainage system that would per- 
mit the passage of unusually large calculi, the authors 
have replaced the renal pelvis and ureter with an iso- 
lated ileal loop. Such a loop obviates the many dis- 
advantages posed by an indwelling nephrostomy 
catheter. 

Several cases of recurrent branched renal calculi 
in solitary kidneys have been presented in which the 
large caliber ileal loop has quite satisfactorily replaced 
the ureter either by means of a cutaneous ureteros- 
tomy or by implantation in the bladder as a neo- 
ureteroileocystostomy. Although there are contrain- 
dications to the use of the ileal loop as a ureteral 
substitute, such as advanced renal insufficiency be- 
cause of absorption of urine from the ileal segment, 
the advantages far outweigh the disadvantages. Prior 
to performing the operation a chemical analysis of the 
stone must be made and careful studies for the exist- 
ence of hyperparathyroidism carried out. 

The technique is adequately described by the 
authors. Their procedure includes the isolation of an 
ileal segment, the proximal end of which is spatulated 
in its antimesenteric aspect and anastomosed directly 
to the wide-open renal pelvis and lower portion of the 
kidney. All layers of the ileum are sutured with a con- 
tinuous running stitch to the open edges of the renal 
pelvis and lower calyces. The distal end of the ileal 
segment is anastomosed to the bladder under direct 
vision from inside the bladder after a button of the 
full thickness of the bladder is removed. 

—Peter L. Scardino. 


New Conceptions in the Treatment of Primary Can- 
cer of the Kidney in the Adult (Conceptions nouvel- 
les du traitement du cancer du rein primitif de Padulte, 
Passociation radiothérapie pré-opératoire et chirurgie). 
and BaLLanceER. 7. urol. méd., Par., 1960, 


Tue 53 YEAR OLD WOMAN PATIENT was received on the 
authors’ service in 1954. At that time she had a tumor 
the size of an adult’s head in the right kidney region. 
An attempt was made to remove the kidney, but when 
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the lumbar muscles were incised there was uncovered 
a solid mass which was permeated and surrounded by 
enormous venous sinuses. On attempting to reach the 
renal pedicle, no line of cleavage could be found. The 
abdomen was closed without further manipulations. 

After the operative wound healed, 9,000 r were 
given through 3 fields, the roentgen apparatus oper- 
ating at 200 kv. with filtration of 1 Cu+2 Al and a 
focus skin distance of 40 cm. The dosages consisted of 
300 r every other day for 20 days. When the patient 
was re-examined, some weeks later, it was found that 
the tumor was reduced one-half in size and that the 
general condition of the patient was excellent. The 
patient was reoperated on 3 weeks after the termina- 
tion of the roentgen therapy. This time the peritoneal 
cavity was traversed through a right rectus incision. 
The renal adhesions had disappeared, as had the di- 
lated venous sinuses, the pedicle was easily ligated, 
and the tumor was removed without appreciable 
bleeding. Convalescence was without serious incident. 
The tumor cells were markedly altered, although a 
few areas where the cells were relatively well pre- 
served were found to have the aspect of sarcoma. The 
patient is alive and well after more than 5 years. 

The authors have since used this same technique on 
18 other adult patients with malignant renal tumor. In 
this group there have been no deaths, and the nephrec- 
tomies were carried out with surprising facility. In 
only 1 patient was there any difficulty. It was caused 
by adenopathy in the region of the renal pedicle. In 
no instance was there encountered intravascular bur- 
geoning in the renal vein or in the vena cava. In these 
18 patients the postoperative period has been too 
brief to show whether the ultimate condition has 
been ameliorated, and the number of cases is still too 


small to permit of definitive postulations. Neverthe. 
less, the authors decided to present these immediate 
results at this time with the hope of encouraging others 
to use the method, thus producing a more extensive 
statistical material on which to base more confident 
ultimate evaluations. — John W. Brennan, 


ADRENAL GLANDS 


The Diagnosis of Pheochromocytoma. Srantey E£, 
GrtLow, Mitton and Rosert L. Wotr, 
J. Mount Sinai Hosp., N. York, 1961, 28: 159. 


Tue AuTHORS briefly reviewed the history and clinical 
symptoms observed in patients with pheochromocy- 
toma. They described the many pharmacologic tests 
which can be employed; however, some authorities in 
this field favor retention of only the histamine and 
phentolamine test for continued use. 

The authors suggested the use of an inexpensive, 
rapid semiqualitative screening test which is now 
available for detection of pheochromocytoma. This is 
a bidirectional paper chromatographic technique of 
measurement of urinary excretion of vanillylmandelic 
acid (VMA). Patients harboring such a tumor excrete 
5 to 40 mcgm. of VMA/mgm. of creatinine. The test 
is inexpensive and is not associated with any discom- 
fort or danger to the patient. For these reasons the 
authors recommended that a screening test for 
measurement of VMA in the urine be performed on 
all patients with (1) hypertension, (2) paroxysmal 
vasomotor episodes, (3) hypermetabolic states, (4) 


inappropriate response to mild trauma or anesthesia, 
and (5) neurocutaneous syndromes, i.e., von Reck- 
linghausen or von Hippel-Lindau disease. 

—Stephen W. Carveth. 
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SURGERY OF THE MUSCULOSKELETAL SYSTEM 


BONES AND JOINTS 


The Housing Problem of the Osteoblast. J. Truera. 
J. Trauma, 1961, 1: 5. 


THERE ARE no seriously conflicting views of the func- 
tion of the osteoblasts and their part in laying down 
the matrix of collagen fibers and in producing the 
ground substance of mucopolysaccharides. Most con- 
temporary investigators also agree that the osteoblasts 
become osteocytes but there is still no general agree- 
ment as to the origin of the osteoblast. 

The author studied the laying down of osteoblasts 
in the area of early ossification occurring in the process 
of normal growth near the metaphysial end of the 
growth plate in rabbits and dogs. For this work, he 
used specimens in which the vessels were perfused 
by a fine suspension of barium and examined them 
both by the light and electron microscope. 

In photomicrographs, osteoblasts and osteocytes 
were shown which could have no other source than 
the vascular epithelium and the author is forced to 
conclude that at least in this important area of osteo- 
genesis, the bone-forming cell we call the osteoblast 
comes from the vascular cell. 


—David E. Hallstrand. 


Use of Bone Grafting in Reparative Orthopedic Sur- 
gery (Considerazioni sullutilizzazione degli osteoin- 
nesti in chirurgia ortopedica riparatrice). C. Re. Bull. 
Soc. internat. chir., 1960, 19: 682. 


A series of 464 procedures for insertion of autografts, 
homografts, and heterografts carried out at the De- 
partment of Orthopedics and Traumatology of the 
Hospital Maria Vittoria in Turin, Italy is reported in 
this article. 

Based upon the results obtained, the following con- 
clusions were reached: (1) For procedures of arthrode- 
sis of the spine, osteoperiosteal or flexible grafts are 
better than cortical or cancellous bone grafts. This 
type of graft has the advantage of minimizing me- 
chanical stresses and consequent fatigue of the skeletal 
structures. (2) In pseudarthrosis of the long bones, 
autografts are the most successful because of their 
biologic compatibility and high osteogenetic power. 
(3) In cases of neoplasm, stored bone is the most use- 
ful, for it enables cavities to be filled and replaces seg- 
mental losses. (4) The success of bone grafting depends 
on such factors as osteogenic power of the bone to be 
grafted, bone structure, mechanical stresses involved, 
and maintenance of strict asepsis. 

— Riccardo Benvenuto. 


The Homoplastic Frozen Milled Grafts (I trapianti 
omoplastici refrigerati tritati). Mario Bont and 
= pI Leo. Ortop. traumat. app. motore., 1960, 28: 


THE AUTHORS have treated 15 patients with benign 
osteolytic cavities, using their method of milled frozen 
homoplastic bone grafting. The lesions consisted of 5 
solitary cysts, 3 myeloplastic tumors, 3 aneurysmatic 


cysts, 2 instances of fibrous dysplasia, and 1 of bone 
xanthomatosis. 

The machine developed by the authors’ service 
consists of a small mill which cuts both compact or 
spongious bone into small uniform fragments 3 mm. 
in length and 1 to 2 mm. in thickness. The bone 
transplant is then closely packed into the previously 
thoroughly curetted cystic cavity, using a mallet in 
the packing process when deemed necessary. 

After the operation, the extremity is put up in a 
plaster cast for periods of 3 to 7 months. The healing 
process, illustrated in the original text by 64 roentgen- 
ographic reproductions, was surprisingly rapid, aver- 
aging 4 months in duration. This period was, how- 
ever, extremely variable, depending upon the age of 
the patient and the extension of the lesion under 
treatment. The healing process consisted roentgen- 
ographically of 3 phases. The first, or “tigroid” 
phase, lasting about 1 month, consisted of a hyper- 
opacification of the center of the individual bone chip 
and a hypertransparency of its periphery; the second, 
or “reticular” phase, consisted of a developing hyper- 
transparency of the transplanted chip and a densifi- 
cation of the surrounding ‘‘osteoid”’ tissues with the 
initiation of the process of calcification; the third, or 
‘reconstructive’ phase, consisted of the transforma- 
tion of the whole picture to that of compact or trabec- 
ular bone tissue. 

The results obtained were good in 86 per cent of 
the 15 patients treated. In 1 instance of a myeloplastic 
tumor, the patient suffered 2 recurrences but was 
successfully healed after the third operation. A pa- 
tient with aneurysmatic cyst refused reoperation after 
the first procedure and had a partial recurrence 
which did not produce any symptoms. Recurrence 
was judged to be present on the basis of a peripheral 
cavitation progressively invading the contiguous 
normal bone tissues. 

Preference was given to homoplastic bone graft 
over autoplastic material because of the difficulty of 
procuring from the individual patient sufficient ma- 
terial for the more extensive lesions and because of the 
slower process of healing with the use of heteroplastic 
material. 

The authors believe that the healing process of these 
bone grafts is essentially one of the biologic stimula- 
tion of an osteogenetic process. Frozen homoplastic 
graft material should not be used exclusively where a 
supportive or mechanical function must be exercised. 

— John W. Brennan. 


Blood Supply and Survival of a ow Grafts of 


——— (Blutversorgung und Ueberleben auto- 
plastischer Spongiosatransplantate). R. Grar. Bull. 
Soc. internat. chir., 1960, 19: 602. 


CyLinDERs of spongiosa ossium 5 mm. in diameter 
were transplanted into the spongiosa of the femur in 
106 experiments in dogs. The grafted cylinders in- 
cluded autogenous bone and a!so homologous and 
heterologous bone. One to 16 days after transplanta- 
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tion, India ink was injected into the abdominal aorta 
of each dog, and the graft and its bed were examined 
histologically. 

On the second day after transplantation of a cylin- 
der of autogenous bone, capillaries from the surround- 
ing tissue were visible in the cleft between the graft 
and its bed. On the third day, capillaries had reached 
the outer layers of the graft. On the fourth day, India 
ink could be found in the vessels at the center of the 
transplanted cylinder of bone, including the arterioles 
and venules. It is not reasonable to believe that a 
sudden spurt of vascular growth, from the periphery 
to the center of the cylinder, took place between the 
third and fourth day. The rate of capillary growth 
is dependent on many factors. In the experiments re- 
ported here, the capillaries grew about 1 mm. in 3 to 
4 days. They reached the center of 5 mm. holes in 
the femurs of dogs in 7 days. These findings indicate 
that anastomoses between vessels of the graft and 
vessels from surrounding tissue were completed on 
the fourth day. 

It was estimated that about a fourth to a third of 
all the vessels at the center of the autogenous grafts 
survived. None of the vessels in homologous or heter- 
ologous grafts survived, and none of them contained 
India ink after injection of the aorta. 

Fresh autogenous bone grafts heal more quickly 
and more surely than other tissue grafts. This is due 
to the survival of vessels within the graft, and to the 
rapid development of anastomotic connections with 
vessels from the surrounding tissue. The more vessels 
a graft contains, the more certain is its survival. 
Grafts of spongiosa heal more quickly and more surely 
than grafts of cortical bone. Fragments of bone in- 
tended for grafting should not be crushed. Their con- 
tact with the graft site should be as intimate and as 
extensive as possible. —Elmer V. Dahl. 


Cancer Meitastases in the Cervical Vertebrae (Con- 
tributo alla conoscenza delle metastasi cancerose delle 
vertebre cervicali). MARCELLO PizzeTT1 and SERGIO 
ZANETTI. Ortop. traumat. app. motore., 1960, 28: 567. 


Tuis stupy originated in the Clinical Orthopedic and 
Traumatologic Institute of the University of Rome, 
Italy. Three cases are reported to emphasize the diffi- 
culties of recognition of the condition here considered; 
treatment other than orthopedic is passed over casual- 
ly, since removal of the cancerous focus in the vertebra 
is in nearly every instance impracticable. 

Most of the authors’ attention is focused on the 
therapeutic possibilities of the orthopedic methods 
available. The orthopedic measures are aimed at fore- 
stalling neurologic complications. One of first con- 
sideration is immobilization with a minerva type of 
plaster cast to prevent the development of the patho- 
logic fracture and of the fracture-luxation. In cases in 
which it seems indicated the cast may be combined 
with a head support of the Glisson type. 

When the pains and the spastic and paralytic symp- 
toms are the result of pressure from the tendency to 
collapse of the vertebral body and the narrowing of 
the intervertebral foramina, immobilization will re- 
lieve such symptoms after a period of at most 2 weeks. 
After this period the patient may be discharged wear- 
ing the cast or a substitute orthopedic brace. The 


authors do not discuss the total duration of the sup- 
portive therapy, since all their patients had disease of 
an «cute progressive nature and did not survive for 
more than a few weeks after the diagnosis was made. 
Tne authors believe that these methods of treatment 
introduced an important factor in both the alleviation 
of the sufferings of the patient and a lengthening of 
the period of application of specific measures aimed 
at the metastases. — John W. Brennan. 


The Developmental Origin of Spondylolisthesis, 
Lewis Cozen. 7. Bone Surg., 1961, 43-A: 180. 


THE AUTHOR presents 2 cases in which spondylolisthe- 
sis was shown to be a developmental defect of the 
spine not present at birth. Serial roentgenograms had 
been made during childhood showing an intact neural 
arch at that time. A typical spondylolisthesis followed. 
In 1 case it was possible to observe the gradually de- 
veloping defect in the pars interarticularis when the 
patient was 7.5 years of age. There had been no 
trauma. 

The second patient was found to have tuberculosis 
of the spine, but the disease was apparently not pres- 
ent at the time of discovery of the developing defect. 

Dissections of many fetuses have disclosed no sep- 
arate centers of ossification or defects of the pars inter- 
articularis. The theory of separate ossification centers, 
therefore, appears to be fallacious. Rowe and Roche 
have not been able to produce a fracture through the 
pars interarticularis by placing the fetus in any ex- 
treme position of flexion or extension. The rare 
instances of true fracture reported by Roche and 
Wiltse occurred after severe trauma. 

The author believes that nonunion of the stress 
fracture is a plausible theory for the presence of the 
lesion during or after childhood. 

Lateral roentgenograms of 1 of the patients show 
the typical spondylolisthesis with forward slipping at 
the junction of the fifth lumbar and the first sacral 
vertebra. — John Robert Close. 


Results of Fusion in Scoliosis (Résultats des greffes de 
scolioses). P. QuenEAu and J. Dunoyver. Rev. chir. 
orthop., Par., 1960, 46: 576. 


SIXxTY-NINE patients with scoliosis of varied origin 
were treated surgically after orthopedic correction. 
Through careful examination the authors exclude the 
possibility of secondary decompensation by stiffness 
of the secondary curve or by further evolution of the 
free segments. A dorsal idiopathic adolescent curve 
with an angle of at least 60 to 70 degrees and dorsal 
infantile scoliosis are the best indications. Dorsal 
paralytic scoliosis, especially, is an operative indica- 
tion. 

The preoperative orthopedic treatment takes 1 
month to 2 years. After elongation by the technique of 
Stagnara, derotation is accomplished by an Abbott’s 
plaster cast and followed by lateral inclination by 
means of a Risser jacket. In the future the authors will 
use the corrective cast of Cauchoix and Cotrel. 

The ideal time for fusion is between 12 and 15 
years of skeletal age. The ideal indication is an evolu- 
tive curve with a negative Risser test in a patient of 
normal stature of 12 to 13 years. The operation is 
performed in 2 stages through a window in the cast. 
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Tibial grafts are placed in a bed of spongiosa. The 
grafts overlap over two vertebrae. A segment of 9 to 
10 vertebrae is fused, the complete curve. After 6 or 7 
months of bedrest another plaster jacket is applied 
for 6 months and this is followed by a leather corset. 

Two types of nonunion are possible; there may be 
incontinuity of the graft or a temporary defect with a 
partial loss of the correction. 

A study of 16 cases with a postoperative period of 3 
years shows that an average preoperative correction 
of 51 per cent was obtained with a final correction of 
31 per cent. C. Mulier. 


Radiographically Demonstrable Thickening of Bone 
in the Spinous Processes of the Lumbar Spine. 
Pertti Karstita. Ann, chir. gyn. fenn., 1961, 50: 97. 


THICKENING OF BONE appears at the insertions of 
muscles in many parts of the osseous framework, and 
the process has been considered rheumatic in origin. 
The author is interested in the extent to which me- 
chanical irritation may contribute to the development 
of thickening of bone at the sites of insertions of 
muscles. The spinous processes of the lumbar part of 
the spinal column offered a convenient area for such a 
study. The changes regarded as evidence of thicken- 
ing of bone in this study were: (1) the formation of 
rough, steplike spurs, (2) the presence of tortuous 
double outlines arranged as growth rings, and (3) 
the presence of sclerosis of bone. 

Roentgenograms of the lumbosacral portion of the 
spinal column of 100 persons selected in the order of 
admission were made at the Central Hospital of 
Vaasa, Finland. Thickening of bone in the spinous 
processes seems to occur particularly in the presence 
of instability of the spinal column, as in displacement 
of the vertebral body. These changes were seen in 18 
of 27 cases of spondylolisthesis. In another group of 28 
cases in which herniation of an intervertebral disc was 
diagnosed at operation changes in the spinous proc- 
esses were present in 5. In 3 of the 5 cases there was 
demonstrable dislocation of the vertebral body. There 
was no correlation between changes in spinous proc- 
esses and pain. Changes in bone were more obvious in 
elderly patients who had osteochondrosis. All the 
author’s 100 cases are presented in tabular form. 

—Einer W. Johnson, Fr. 


Fractures of the Transverse Apophysis of the Lumbar 
Vertebrae (Sulle fratture delle apofisi trasverse lom- 
bari). Pretro pt Leo and G1racomo PENTIMALLI. Ortop. 
traumat. app. motore., 1960, 28: 583. 


IN THE ARCHIVEs of the orthopedic and traumatologic 
institute of the University of Rome, Italy, 30 cases of 
fracture of the transverse apophysis of the lumbar por- 
tion of the vertebral column were encountered; 76 per 
cent were males whose ages ranged between 30 and 60 
years. This material comprised 90 per cent of all frac- 
tures of the transverse apophysis of the spine. 

Ten of these injuries resulted from direct trauma 
(group 1), 8 from indirect trauma (group 2), and the 
remaining 12 (group 3) were instances of mixed causes, 
that is, direct and indirect. Three of these fractures 
were associated with concomitant fractures of other 
portions of the skeleton: In 3 instances there was an 
associated fracture of a vertebral body and in 1 there 
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was an associated fracture of the tenth and eleventh 
ribs. 

At this institute the treatment has been based on 
immobilization. Absolute bed rest was maintained for 
a period of approximately 7 days; after this, ambula- 
tion was permitted in a plaster corset for a period of 
30 to 40 days. This method has the advantages of 
relaxing muscular spasm and of permitting early am- 
bulation of the patient, thus forstalling the syndrome 
of posttraumatic osteoporosis. 

Clinical healing occurred within 2 month’s time in 
most of these patients. Best results were attained in 
groups 1 and 3. An explanation for this predominance 
of success in these 2 groups is suggested by the fact that 
in group 2, that is, in those cases in which the trauma 
was indirect, the patient as a rule falls onto his but- 
tocks with intense reflex contractions of the muscles of 
the back. The fracture is apt to be unrecognized, the 
patient ascribing the pains to wrenched muscles or 
lumbago and thus coming late to the attention of the 
physician. The roentgenologist, especially if using a 
soft tube, may mistake the line of fracture for the lat- 
eral border of the psoas muscle and further delay 
treatment. 

The authors believe that the less satisfactory results 
are more frequently due to the lapse of time before the 
treatment is instituted, or because the patient himself 
removed the ambulatory cast too early, rather than to 
the nature or extent of the injury. 

—John W. Brennan. 


Role of the Trunk in Stability of the Spine. J. M. 
Morris, D. B. Lucas, and B. BrEster. 7. Bone Surg., 
1961, 43-A: 327. 


A MARKED DISCREPANCY exists between the large forces 
to which the spine is frequently subjected and those 
much smaller forces which it can tolerate experimen- 
tally. The authors propose that this may be explained 
by considering the spine as a segmented elastic column 
supported by the paraspinal muscles. This column is 
associated with two chambers, the thoracic and ab- 
dominal cavities. The action of the trunk muscles con- 
verts these chambers into nearly rigid walled cylinders, 
one filled with air and the other with liquid and semi- 
solid material. Both of these cylinders are capable of 
relieving the load on the spine generated with lifting 
and other forms of loading. 

To investigate this hypothesis, the authors measured 
simultaneously the intrathoracic and intra-abdominal 
pressures as well as the electrical activity of the muscles 
in 10 volunteers under different conditions of loading 
of the trunk. The angles of trunk flexion were recorded 
photographically. 

From their data, the authors have calculated that 
the support of the trunk reduces the force on the lum- 
bosacral disc by 30 per cent, and that on the lower 
thoracic spine by 50 per cent. —Sanford Larson. 


Herniated Lumbar Intervertebral Discs, An Analysis 
of 1,176 Operated Cases, E. S. Gurpjtan, J. E. WEB- 
sTER, A. Z. Ostrowski, W. G. Harpy, and 
J. Trauma, 1961, 1: 158. 


Tue AuTHors have analyzed a series of 1,176 patients 
who have been operated upon for low back pain with 
sciatic radiation. The follow-up is from 4 to 14 years. 


he 

r 

f 

| 

7 
a 

a 


278 International Abstracts of Surgery « September 1961 


The age and sex distribution, level of herniation, 
symptoms, physical findings, and roentgenographic 
findings are presented. 

Myelography was performed in all patients, with an 
accuracy of 84.6 per cent at the level of the fourth and 
fifth lumbar vertebrae, and 64.1 per cent at the level 
of the fifth lumbar and first sacral vertebrae. 

The various levels and combinations of levels at 
which the herniations were found at operation are 
listed. Thirty-eight and eight-tenths per cent of the 
lesions were at the fifth lumbar and sacral; 39 per cent 
at the fourth and fifth lumbar; 14 per cent at the 
fourth and fifth lumbar and the fifth lumbar and the 
first sacral; and 2.2 per cent at the third and fourth 
lumbar vertebrae. No protrusion could be found in 25 
patients. 

Simultaneous fusion was carried out in 15.2 per cent 
of the patients. 

There were 14 wound infections, 8 of these in pa- 
tients who had a fusion. Foot drop occurred in 3 
patients; one patient died as a result of pulmonary 
embolus, and 1 from a tear of the vena cava. Aseptic 
necrosis developed in 6 patients, but all had a good 
result eventually. 

Of the 1,176 patients 915 were seen or heard from 
after operation. Of the 213 who were followed up 
from 9 to 13 years, 76.5 per cent had excellent or good 
results. Of the total number of patients available for 
follow-up, excellent or good results were obtained in 
76.6 per cent of noncompensation cases without 
fusion, and 72.5 per cent with fusion. Among com- 
pensation cases, excellent or good results were ob- 
tained without fusion in 61.5 per cent, and with fusion 
in 50 per cent of the patients. — Sanford Larson. 


Vascular Complications from Disc Operations. H. B. 


SuuMacKER, Jr., H. 
Trauma, 1961, 1: 177. 


THE CASE HISTORIES of 3 patients with vascular com- 
plications which occurred after operation for her- 
niated intervertebral disc are presented. In a 32 year 
old woman, in whom an arteriovenous fistula devel- 
oped between the right common iliac artery and vena 
cava, the injury was not recognized at the time of the 
original procedure. After nearly 3 years of severe 
heart failure, the nature of the complication was fi- 
nally recognized and successful operative correction 
carried out. 

In a 33 year old man a shock-like picture developed 
while he strained at stool 3 days after a disc operation. 
Immediate abdominal exploration revealed an injury 
to the right hypogastric artery which was ligated. 

During the course of a disc operation on a 35 year 
old man injury to the left common iliac artery was 
sustained and recognized immediately from the blood 
spurting through a hole in the anterior annulus. The 
thoracic aorta was temporarily occluded through a 
low left thoracotomy while the abdomen was opened; 
the defect in the iliac artery was isolated and repaired 
by end-to-end anastomosis. 

The avoidance of late recognition and late treat- 
ment is stressed. If there is suspicion of vascular injury 
at the time of disc injury, arteriographic study or ex- 
ploration should be carried out depending upon the 
findings. When evidence of vascular injury is scant, 


Kinc, and R. 7. 


aortographic investigation would be the procedure 
of choice. —George R. Holswade, 


Calcific Tendinitis of the Shoulder Joint. Francis P. 
MivoneE and Murray M. Coperanp. Am. Roentg., 
1961, 85: 901. 


THE PURPOSE of this presentation is to report the im- 
mediate and long term results in 136 cases of patients 
with calcareous tendinitis of the shoulder who were 
treated by roentgen therapy. 

The classification of the cases into acute, subacute, 
chronic, and chronic with acute exacerbation is of 
value in proper determination of the results of treat- 
ment. 

The treatment in this group consisted of administer- 
ing 150 r as measured in air on each of 3 consecutive 
days, alternating between three portals about the 
shoulder. The portals included an anterior, posterior, 
and lateral field. Some overlap of the fields occurred. 

In the immediate follow-up period 54 patients were 
classified in the acute category. Forty of the 54 pa- 
tients in the acute classification, 7 in the subacute 
group of 14 patients, 12 of the chronic group of 24, 
and 21 of the chronic with acute exacerbation group 
of 44 showed excellent results. Forty-nine, or 90.7 per 
cent, of the patients with acute disease obtained 
favorable response; only 5 of these patients had a poor 
response. Long term results of roentgen therapy for 18 
acute cases all were favorable; of 4 subacute cases 3 
responded favorably; 8 of 12 in the chronic group 
responded favorably; and of the 16 in the chronic 
with acute exacerbation group 14 responded favora- 
bly. In those cases in which follow-up roentgenograms 
were available, complete disappearance of calcium 
occurred. 

Roentgen therapy is a highly successful form of 
treatment for calcific tendinitis of the shoulder, produc- 
ing favorable results equal to those of the needling 
aspiration procedure with local anesthetic and hydro- 
cortisone injection. —Frank L. Hussey. 


Complete Dislocation and Subluxation of the Acro- 
mioclavicular Joint. Marco A. Lazcano, SANFORD 
H. Anzet, and Patrick J. Ketty. 7. Bone Surg., 
1961, 43-A: 379. 


From 1945 THROUGH 1957, 40 patients were treated at 
the Mayo Clinic for complete dislocation of the acro- 
mioclavicular joint, which had occurred recently, i.e., 
within 8 days, in 22 of the cases. Follow-up provided a 
strict judgment based on motion and strength, and 
also afforded a late roentgenographic examination. 

Among 15 cases in which the outer end of the clavicle 
had been excised were 1 that included fascial repair 
also, 2 that included insertion of a lag screw, and 4 that 
included both fascial repair and insertion of a lag 
screw. In 1 case in this last-mentioned category the 
result was fair; but in all 14 others the results were 
excellent. Residual upward displacement was present 
in all patients, but disturbed none. The addition of 
other techniques to clavicular excision did not seem 
beneficial. 

Without clavicular excision, the joint was fixed by 
wires, screws, pins, or fascia in 14 cases, among which 
results were excellent in 7, fair in 3, and poor in 3. 
One patient was not traced. Although yielding a good 
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anatomic result, this technique may be marred by 
early migration of the wires or subsequent degenerative 
changes in the joint. A coracoclavicular lag screw in- 
serted later in 1 of these cases changed a poor result to 
fair. 

: As primary treatment, insertion of the coracoclavic- 
ular lag screw produced excellent results in 4 cases and 
fair in 3, but this technique is not easy to perform. 

Closed reduction with external fixation gave ex- 
cellent results in 5 cases. 

For symptomatic dislocation seen late, simple exci- 
sion of the outer end of the clavicle is recommended. 
For recent dislocations, perhaps more attention should 
be given to closed treatment. 

Individual circumstances seem to account for several 
of the untoward results in the series. No patients had 
to change occupation because of them. ; 

During the same 13 year period, 35 subluxations 
were reduced. Follow-up, mainly by letter or tele- 
phone, indicated excellent results in 25 cases, fair in 6, 
and poor in 4. Attritional changes with age seemed a 
factor. 


Subclavian Vein Thrombosis Associated with Frac- 
tures of the Clavicle. StemnBeRG. WV. England 
J. M., 1961, 264: 686. 


THE AUTHOR presents reports of 2 cases in which 
thrombosis of the subclavian vein occurred after mal- 
union of a fractured clavicle. 

In the first case a 49 year old woman was hospital- 
ized with pain and swelling of the left forearm of 3 
days’ duration. Twenty-four years eariier a linear 
fracture of the midportion of the left clavicle had been 
sustained. Union of the fracture never had been ob- 
tained, even though excessive callus had formed, and 
surgical refracture had been carried out in the hope of 
gaining union. Pulmonary embolus developed on the 
fourth day after admission and was successfully treat- 
ed, and the patient was discharged. A similar se- 
quence of events began 6 months later, and was abort- 
ed short of development of another embolus by means 
of resection of the left clavicle. At the time of opera- 
tion thrombosis of the subclavian vein was clearly 
shown. The subclavian artery was normal and a great- 
ly thickened fibrous capsule about the clavicle was 
demonstrated. 

In the second case a 46 year old man complained 
of swelling of the right arm of 5 months’ duration. 
Fracture of the right clavicle had occurred 18 years 
before, and had failed to unite, even though surgical 
attempts at gaining union had been made 2 years 
after the fracture. Angiocardiography revealed com- 
plete occlusion of the subclavian vein. 

The author discusses the need for precise localiza- 
tion of these lesions, so that definitive treatment can 
be given and confusion with syndromes arising from 
the neck can be avoided. —Einer W. Johnson, jr. 


Complications and Failures of Surgery in Various 
Fractures of the Humerus, OLor JoHANsson. Acta 
chir. scand., 1961, 120: 469. 


Many FRACTURES of the humerus are best treated con- 
servatively. When a choice between open and closed 
treatment must be made, awareness of the risks and 
failures involved is helpful. To present these dangers 
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the author has reported upon 147 operations for frac- 
ture of the humerus which were performed at the 
Department of Surgery I of the Sédersjukhuset, Stock- 
holm, Sweden from 1948 through 1958. 

Fracture of the greater or lesser tuberosity occurred 
in 4 cases and was treated by internal fixation followed 
by the use of a shoulder spica cast for 4 to 6 weeks in 
each case. No complications were seen and all patients 
regained full motion of the extremity. 

Fracture-dislocation of the humeral head was seen 
in 3 patients; in each patient the head of the humerus 
was replaced by a prosthetic device. In 2 of these pa- 
tients results were poor because of continued luxation 
of the prosthetic device and the eventual need for re- 
moval of the device. 

Seventy-six fractures of the humeral neck were 
operated upon, the most commonly used procedure 
being insertion of an intramedullary nail. In 1 case 
infection developed, but without ultimate compromise 
in result; in 7 cases there was damage to the radial 
nerve, and in 5 a secondary dislocation was caused by 
inadequate fixation of the nail. 

Fracture of the humeral shaft was treated surgically 
in 64 cases, most commonly by intramedullary fixa- 
tion. In 1 case infection arose, in 1 case position be- 
came faulty as a consequence of inadequate fixation, 
and in 6 cases delayed healing or pseudarthrosis was 
demonstrated. —Einer W. Johnson, Fr. 


Information Obtained by Electrophoresis in Slow 
Unions of Fractures of the Forearm (Renscigne- 
ments donnés par l’électrophorése dans les retards de 
consolidation de lavant-bras). M. and D. 
Benost. Acta orthop. belg., 1960, 26: 271. 


THE AUTHORS claim that electrophoresis may be useful 
in some cases of fracture in which a decision is to be 
made about the solidity of the fracture callus. This 
view is supported by case histories. 

In a child complaining of pain after a fracture of 
both bones of the forearm treated by open reduction 
and later by a cast for many months, an abnormal 
result of electrophoresis proved that an hyperactivity 
of the bony matrix existed at the fracture site. Union 
of the fracture and a normal result of the electro- 
phoresis was obtained after 20 days of cortisone and 
ACTH therapy. 

In another case a normal result of electrophoresis 
was a proof to the authors that a fracture was united 
whereas a nonunion might have been suspected from 
the roentgenograms. Removal of the metallic fixative 
device was followed by complete relief of symptoms. 

C. Mulier. 


Treatment of Nonunion of the Forearm (Le traitement 
de la pseudarthrose de l’avant-bras). G. KiintscHer. 
Acta orthop. helg., 1960, 26: 268. 


INTRAMEDULLARY NAILING is a good technique for 
treating nonunions of the forearm. 

The nail must be sufficiently strong and as large as 
possible, otherwise it bends or breaks. 

The union between the bone and the nail must be 
sufficiently solid to prevent motion at the fracture site. 
Since the bone is not elastic the nail must have some 
elasticity and this is the reason why a V shaped nail 
is to be preferred. The resorption of bone around the 


nail is also counteracted by this elasticity, which 
causes the nail to fill up the medullary canal. 

The medullary canal must very often be enlarged 
by a reamer. Clinical experience has shown no dis- 
advantage to its use. 

Plaster immobilization is not necessary. The fibrous 
tissue around the site of nonunion must not be ex- 
cised. Bone grafts are not necessary. 

A closed nailing is possible in 80 per cent of the 
cases. C. Mulier. 


Nonunion of Both Bones of the Forearm (Pseudar- 
throse des deux os de l’avant-bras). R. MERLE p’Au- 
BIGNE. Acta orthop. belg., 1960, 26: 264. 


Accorp1nc To the author a coaptation plate without 
graft is no better in the treatment of nonunions, and 
in the treatment of fresh fractures, than an ordinary 
plate. The best results are obtained with tibial onlay 
grafts screwed to the bone followed by 4 months’ im- 
mobilization in a cast, or with a strong intramedullary 
nail in the ulna to allow immediate pronation and 
supination. 

Although the author believes that the problem of 
nonunion is solved, the problem of limitation of pro- 
nation and supination is not. In 13 cases of nonunion 
of both bones, treated by bone grafts, a limitation of 
pronation and supination necessitated a resection of 
the head of the ulna. In 16 cases of nonunion of the 
radius pronation and supination were completely ab- 
sent 7 times. These patients were treated with a graft 
on the nonunited radius combined with a resection of 
the head of the ulna. Of 11 nonunions of the ulna ab- 
sence of pronation and supination twice necessitated 
a resection of the radial head combined with a bone 
graft on the ulna. 

A synosteosis combined with a nonunion is a great 
problem. Immediate postoperative mobilization is 
necessary. The fixation of the fragments must be ex- 
tremely solid, a large nail in the ulna and an over- 
sized coaptation plate on the radius. The synosteosis 
must be dissected with a scalpel but never stripped, 
and all fibrous tissue with the interosseous membrane 
must be resected. —JF. C. Mulier. 


Our Experience with Prophylaxis of Posttraumatic 
Pseudarthroses of the Forearm (Notre expérience 
en matiére de prophylaxie des pseudarthroses post- 
traumatiques de lavant-bras). M. Wotkas. Acta 
orthop. belg., 1960, 26: 314. 


IN A RECENT article by Decoulx and Toussaint the 
following statement was made: “The orthopedic 
treatment of fractures of the forearm simply tells us 
that it constitutes a generator of vicious callus.’? The 
author thinks that the statement should be elaborated 
further to read as follows: ““The orthopedic treatment 
is not merely a generator of vicious callus, but equally 
a generator of pseudarthrosis, particularly if it be 
applied without precise indications and be carelessly 
controlled.” It is the author’s opinion that, if these 
deficiencies be eliminated, orthopedic therapy is 
superior in these instances to metallic osteosynthesis 
which is in itself not without its deleterious aspects. 
The author’s service has been using orthopedic 
methods in the treatment of pseudarthrosis in a 
prophylactic sense, utilizing a simple apparatus for 
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traction and counterextension which has long been 
employed in the treatment of other types of fracture, 
The fractured forearm is extended in a vertical 
position. The fingers are suspended from the trans- 
verse arm of the vertical bar by means of a finger- 
retaining apparatus of the type of Finochietto, 
Counterextension is provided by a weight which js 
suspended to the upper arm of the supine patient, 
the arm being extended beyond the edge of the bed. 
Details of the set-up are provided in the original 
text by a number of photographs. 

Roentgenographic reproductions illustrate the spec- 
tacular possibilities of this simple method of ortho- 
pedic therapy and the disastrous failures which may 
result from simply trying to do too much in these 
cases of fracture of the forearm. 

—John W. Brennan. 


Pseudarthroses of the Forearm (Pseudarthroses de 
Pavant-bras). P. DEcoutx and J.-P. Razemon. Acta 
orthop. belg., 1960, 26: 311. 


THE AUTHORS’ personal material in the City Hospital 
of Lille, France was recently reported by Dr. Tous- 
saint; in this article they communicate the further 
results furnished by a number of traumatologists of 
northern France and Belgium. This material con- 
sists of 138 pseudarthroses in 110 patients. 

On the whole, only the onlay bone grafts and the 
spongiosa grafts of Nicoll gave good results; in metallic 
osteosynthesis, only the coaptor of Danis was at all 
successful. 

Of the authors’ own personal cases consisting of 
60 pseudarthroses, 23 of 27 were brought to consoli- 
dation in 4.5 months’ time by means of the simple 
bone graft fastened in place by screws; 3 of 5 were 
consolidated in 6 months by means of the Kiintscher 
intramedullary nail associated with the simple bone 
graft; 2 out of 4 were consolidated in 5.5 months 
by means of an onlay graft; 18 of 20 pseudarthroses 
were consolidated in 4 months by means of the 
coaptor of Danis; and 4 of 4 were healed by the 
spongiosa graft of Nicoll. Two cases in this material 
were not counted as failures, since the pseudarthrosis 
in each of these patients was satisfactory after the 
consolidation of the radius so far as freedom from 
pain and the function of the involved forearm were 
concerned. One patient was not seen again on the 
service, the attending physician reporting by letter 
that the graft had failed. 

Despite the temporary failures, consolidation was 
eventually obtained in all cases. In 3 cases this 
eventual consolidation was attained after 2 inter- 
ventions and in 1, only after 4 interventions. 

—John W. Brennan. 


Pseudarthroses of the Forearm (Pseudarthroses de 
Pavant-bras). A. BREMEN, A. Danis, M. Wo kas, and 
M. WatILion. Acta orthop. belg., 1960, 26: 297, 298, 
301, 303. 


BREMEN does not favor rejecting the simple open re- 
duction; this method has frequently given good re- 
sults, in that a good solid reduction can be produced, 
at times aided by the making of a small notch. When 
an osteosynthesis is decided upon, he uses the plate of 
Verbrugge, the coaptor of Danis, or that of Duchéne, 
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which appears to be more manageable and less bulky 
for the forearm. For the prevention of pseudarthrosis 
the author prefers to add to the osteosynthesis an os- 
seous material in the form of small bone grafts at the 
level of the line of the fracture. Chief emphasis should 
be placed on the prevention of pseudarthrosis. 

Danis thinks that his modest contribution has con- 
sisted in the reduction of the pseudarthroses since 
the introduction of his coaptor, which is applied to 
fresh fractures. During the period from 1944 to 1952 
the coaptor has been utilized to reduce and maintain 
fractures of the radius and ulna. Of the 44 cases which 
could be followed up after periods of several months 
to 6 years, 42 had consolidated per primum, the callus 
being as a rule nonexistent or hardly perceptible. 
There were 2 failures; in 1 there was a chronic infec- 
tion, in the second, one of the screws had erroneously 
been placed in the line of the fracture. Even the es- 
tablished pseudarthrosis of fibrous character can be 
cured by the simple application of the coaptor. 

Wolkas points out that the importance of treatment 
of fractures of the forearm does not reside so much in 
the “no matter what” of Decoulx and Toussaint as in 
the “it does matter how” of most of the discussants. In 
the regions of bone heavily coated with muscle, asin the 
thigh or the upper arm, pseudarthrosis, in the absence 
of flagrant insufficiency of treatment, does not occur, 
whereas in the forearm there is a noticeable paucity 
of such tissue. He suggests, therefore, that greatest 
care should be observed to preserve these tissues in- 
tact. He thinks that in the absence of established 
precepts for the treatment of fractures of the forearm 
the traumatologist may be induced to intervene with- 
out a sufficient period of waiting, and may thus be cul- 
pable in not having utilized a more simple type of 
therapy as a result of the absence of any established 
technique to guide him. — John W. Brennan. 


Conservative Treatment of Old Fractures of the 
Carpal Scaphoid. Rospert Mazer, JR., and Mason 
Hout. 7. Trauma, 1961, 1: 115. 


IN THIS ARTICLE from the Wadsworth Veterans Hos- 
pital, Los Angeles, California the difficulties most fre- 
quently encountered in the management of fractures 
of the carpal scaphoid are discussed. Nonunion is a 
major problem largely because of failure to recognize 
the fracture initially; failure to maintain immobiliza- 
tion until the fracture is completely healed; failure to 
immobilize in dorsiflexion and radial deviation; fail- 
ure in casting to include the proximal phalanx of the 
thumb; and, lastly, failure to obtain reduction of dis- 
placed fragments. 

Agreement on the best treatment of old nonunited 
fractures is lacking. If there is no marked sclerosis of 
the proximal fragment and if the fragments are in 
good position, immobilization is probably the treat- 
ment of choice even in those lesions existing a year or 
more from the date of original injury. The authors 
present the case histories of 5 patients along with their 
roentgenograms, each of which demonstrates a prob- 
lem in the management of fractures of the carpal 
scaphoid. The fractures in each of these patients 
healed after prolonged immobilization. In each in- 
stance, the fracture had occurred in relatively young 
healthy persons. All of the fractures had been diag- 
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nosed originally as wrist sprains and were therefore 
not immobilized as the primary method of treatment. 
Also in each case the roentgenograms revealed ab- 
sorption at the fracture line, frequently with vacuola- 
tion, but without sclerosis of the fragments, arthritic 
spurring, or narrowing of the joint. There was no gross 
displacement of the fragments. Each of these 5 pa- 
tients secured union after prolonged plaster immobil- 
ization of the wrist and thumb. It is emphasized that 
lengthy immobilization by casting in the aforemen- 
tioned position is very likely to provide good results in 
the management of these problems. 
— Orville F. Grimes. 


The Hunchback Carpal Bone. Paut H. Curtiss, Jr. 
J. Bone Surg., 1961, 43-A: 392. 


THE AUTHOR wishes to reacquaint the profession with 
the anatomic variations of the os styloideum, called by 
the French “the hunchback carpal bone.” It has long 
been known to anatomists and is referred to as the 
ninth carpal bone. It is located at the dorsal side of 
the tip of the styloid process of the third metacarpal, 
between the capitate, the trapezoid, and the bases of 
the second and third metacarpal bones. It is best seen 
in a lateral roentgenogram since it may be obscured in 
the anteroposterior projection. Most often it is found 
as a separate ossicle but it has a tendency to coalesce 
with the second and third metacarpals. 

The os styloideum is often asymptomatic and is dis- 
covered only accidentally but symptoms may develop 
after injury to the hand or after heavy labor. There is 
usually pair, tenderness, edema, and redness. Treat- 
ment consists of immobilization for 3 or 4 weeks and 
surgical excision if the symptoms persist. Two cases are 
reported. — David E. Hallstrand. 


Fractures of the Epiphysial Nucleus; Their End Re- 
sults and Prognosis (Sulle fratture dei nuclei epi- 
fisari; loro esiti e prognosi). A. Rampoip1, M. Bont, 
CarreRi. Ortop. traumat. app. motore., 1960, 


THE AUTHORS report 32 cases of epiphysial fracture, 21 
of which were fractures of the distal epiphysis of the 
tibia, 7 of the distal epiphysis of the radius, 3 of the 
proximal epiphysis of the tibia, and 1 of the distal 
epiphysis of the femur. Nineteen of these patients were 
re-examined after periods ranging from 6 months to 
14 years. 

The treatment on the authors’ service has consisted 
of the most accurat< possible reduction of any disloca- 
tion of fragme:.ts present, followed by immobilization 
in a plaster cast for periods of from 25 days to 30 
months. Open reduction was carried out in 3 instances 
and in another patient the joint later had to be re- 
constructed by surgical intervention. 

Generally, in simple detachments of the epiphysis 
a favorable result may nearly always be obtained, even 
when a perfect reduction of the dislocated epiphysial 
fragment is not procured. In detachments of the epiph- 
ysis associated with fracture of the epiphysis itself, sub- 
sequent disturbances of the skeletal growth process in 
the involved bone occurred in 50 per cent of cases. 
The younger patient did not tolerate these injuries as 
well as the older. For instance, a patient of 9 years of 
age had a final shortening of the bone of 4 cm., in a 
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patient of 13 years the resulting shortening was 2 cm., 
and in 2 patients of 16 years the shortening was 1.5 cm. 

In view of the high percentage of growth disturb- 
ances in this type of joint injury the authors believe 
that these fractures should be vigorously treated. Not 
only should the immobilization be prolonged, but also 
it should be followed by a prolonged period of freedom 
from weightbearing. This last provision is especially 
significant in the fractures of the distal epiphysis of 
the tibia. 

At any rate the relatives of the patient should be 
apprised of the eventual danger of unfavorable results 
when this type of injury is recognized and their co- 
operation should be sought in supervising these young 
patients in the matter of sparing the injured limb. It is 
true, of course, that such growth disturbances cannot 
always be prevented; however, at least an attempt 
should be made to limit the resultant deformity as 
much as possible. — John W. Brennan. 


Crawford Adams Cup Arthroplasty. T. L. Warinc 
and L. D. Anperson. 7. Bone Surg., 1961, 43-A: 431. 


Tue AuTHoRS relate their experience with 50 cases 
of cup arthroplasty carried out with the Crawford 
Adams cup. This cup differs from the Smith-Petersen 
in being two-thirds of a sphere, having a wall 0.25 
inch thick, and is designed to leave one-sixteenth 
of an inch between cup and head remnant. 

The indications for the operation were in 5 
categories: osteoarthritis, arthritissecondary to trauma, 
degenerative arthritis secondary to congenital dis- 
location or coxa plana, septic arthritis, and rheuma- 
toid arthritis. 

There were 5 categories of end results, depending 
on the resultant pain, flexion deformity, and the 
range of flexion and abduction. All patients were 
followed up for at least 1 year. Results were excellent 
in 11; good in 15; fair in 8; poor in 11; and a failure 
in 5. The authors state that all patients except for 
the 5 failures had significant relief of pain. 

Patients with arthritis secondary to trauma tended 
to have the better results. This fact was attributed 
to better musculature and a better acetabulum than 
in those patients with long-standing difficulty. The 
most grateful group of patients were those with 
rheumatoid arthritis, in which the slightest improve- 
ment is appreciated. However, these hips did not 
rate well in end result. 

Analysis of the 5 patients classed as failures showed 
2 to have marked pain. One had too little remnant 
of head and neck and the cup was abutting against 
the greater trochanter. Another had marked ectopic 
bone formation. The other 3 patients had significant 
resorption of the head and neck beneath the cup. 
One was partially due to infection, the others to 
aseptic necrosis. Three of these patients with failure 
were treated by endoprosthesis and 1 by a Whitman 
reconstruction. There were 2 other patients who had 
revisions, 1 for a broken cup and 1 for ectopic bone 
formation. Neither of these was a failure. 

The discussant did not think the new cup was 
necessary for routine cases. The thick cup was useful 
where there was marked discrepancy between an 
enlarged acetabulum and a small head. 

—Richard G. Saxon. 
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Ischiofemoral Arthrodesis. Davin G. VeseLy. 7. Bone 

Surg., 1961, 43-A: 363. 

THE AUTHOR presents a series of 44 patients having 
ischiofemoral arthrodesis by the Brittain technique 
between 1947 and 1959. Most of the arthrodeses were 
performed because of tuberculosis of the hip. 

The operative technique used was an osteotomy 
just above the level of the lesser trochanter with the 
insertion of a tibial bone graft through this site into 
the ischium. All patients were then immobilized in a 
spica cast for 6 months, but for no longer than 9 
months. Solid fusion developed in 36 of the 44 hips, 
but 2 of these required 2 arthrodeses before fusion was 
successful. In patients under 20 years of age there was 
no loss of knee motion, but in those over that age, 
some loss of flexion occurred. After successful fusion, 
all patients walked with a slight limp but could walk 
unlimited distances. Fifty per cent of the older pa- 
tients also had backache. 

The advantages claimed for the Brittain arthrodesis 
are that it is extra-articular and thus does not dis- 
seminate the local disease or disrupt a healing tuber- 
culous lesion. Contraindications to this procedure are 
bilateral hip disease, inadequate bone in the ischio- 
femoral region, and advanced age. 

—David E. Hallstrand. 


Resection and Subtrochanteric Osteotomy in the 
Treatment of Painful Hip with Diminished Mo- 
tion (Die Resektion und subtrochantere Osteotomie 
in der Behandlung der mit Bewegungsstoerungen 
einhergehenden schmerzhaften Huefterkrankungen). 
HOster and W. Lecer. Zschr. Orthop., 1961, 94: 


‘THE AUTHORS’ SERIES consists of 54 patients who under- 
went operation to re-establish and improve the mo- 
bility of the hip joint. A resection of the femoral head 
was performed in 62 hip joints. At the same time a 
subtrochanteric osteotomy was performed in about 56 
per cent to improve the impaired stability. Details of 
the operative technique are given. 

Follow-up examinations showed the results with re- 
gard to pain and mobility to be quite satisfactory al- 
though a shortening of the leg up to 5 cm. could not 
be prevented. Even after subtrochanteric osteotomy, a 
loss of stability was observed. Occasional failures are 
probably due to inappropriate operative technique. 

—Frank R. Lichtenheld. 


Surgical Treatment of the Architectural Faults of the 
Hip Joint (Traitement chirurgical des vices archi- 
tecturaux de la hanche). MicHeLt Lacomse. 7. chir., 
Par., 1961, 81: 359. 


THIS REPORT is based on 345 operations performed by 
Judet. These operations were performed upon 286 
patients with various abnormalities of the hip joint; 
of this number, 113 had cotyloid aplasia and were 
subjected to the osteoplastic construction of an abut- 
ment or stop; 154 had a defect of orientation of the 
femoral neck and were treated by means of osteotomy 
at the level of the upper end of the lesser trochanter, 
with recentralization of the femoral head; finally, 19 
had a combination of both these malformations and 
were treated with both of the aforementioned pro- 
cedures, performed simultaneously or in 2 stages. 
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The osteoplastic procedure was that of the first 
method of the Smith-Petersen type; the osteotomies 
were of the simple Pawels type with wedge-shaped 
excision. Transplantation of the gluteus medius mus- 
cle was carried out in 22 instances. This operation 
was usually performed upon older patients with more 
advanced stages of arthrosis. With this last procedure 
there was quite regularly a noticeable relief of the 
pain and stiffness of the involved joint. 

In the assessment of the results of therapy two fac- 
tors seem to be of marked significance, the absence 
(pure malformation) or the presence of arthral changes 
and the age of the patient. In the young patient heal- 
ing is rapid and the results are apt to be good. In 
these cases operation is imperative in the instances of 
pure anomaly and in the milder grades of arthral 
change and is to be based on preventive considera- 
tions; the intervention is safe and devoid of serious 
complications, and any arthral manifestations do not 
progress noticeably. In 1 of these young patients the 
osteotomy resulted in the reconstitution of the articular 
interspace, and the pain and articular rigidity have 
been relieved for periods of as long as 8 years. 

In the older adult patient, on the other hand, re- 
covery is apt to be less rapid and the progress of the 
disease is arrested at most temporarily. In these older 
patients surgical intervention is scarcely to be recom- 
mended as a preventive measure; nevertheless, opera- 
tion may be indicated with the aim of retarding the 
progress of the arthrosis and of forestalling the de- 
velopment of changes in the physiognomy of the joint. 
Moreover, even in the presence of marked articular 
deformations and of advanced stages of arthrosis, 
these less radical procedures may be resorted to as a 
preliminary measure, to be succeeded at a greater or 
less distance of time by a resection-reconstruction of 
the joint. 

With regard to joint mobility it may be mentioned 
that in a certain number of these patients an actual 
loss of mobility may result, and this unfavorable out- 
come does not seem to be foreseeable with reference 
to either the age of the patient or the degree of the 
arthral changes. However, in this respect one fact 
seems to have been demonstrated, that is, that when 
more than one procedure must be carried out to cor- 
rect the condition, for example, an osteoplastic pro- 
cedure and an osteotomy, the osteotomy should be 
performed first, and a period of 6 months to a year of 
healing and re-education of the joint should elapse 
before the second operation. —john W. Brennan. 


Concomitant Unilateral Hip and Femoral-Shaft Frac- 
tures—A Too Frequently Unrecognized Syndrome. 
Epwarp E. Kimsroucu. 7. Bone Surg., 1961, 43-A: 
443, 


Five INDIVIDUAL CASE REPORTS are presented for the 
purpose of demonstrating that hip fractures are of- 
ten overlooked by competent observers when their at- 
tention is drawn to an obvious femoral shaft or con- 
dylar fracture. All these injuries were produced in 
automobile accidents in which the high speeds and 
= force can produce multiple injuries of the same 

ne. 

The author reports that the literature on these re- 
ports is scant. He also shows that hip dislocation is 
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often undiagnosed when there is a concomitant femoral 
fracture. 

In the majority of cases the double nature of the in- 
jury was apparent on the initial roentgenograms. 

Treatment must be individualized. In the only 
other report of cases, Delaney and Street utilized in- 
tramedullary fixation for the femoral shaft fracture 
and three Knowles pins for the femoral neck fracture. 
Some fractures are amenable to traction treatment 
alone. —Richard G. Saxon. 


Displaced Intracapsular Fractures of the Neck of the 
Femur. ALEXANDER GARCIA, JR., CHARLEs S. NEER II, 
and GeorceE B. Amsrose. 7. Trauma, 1961, 1: 128. 


THE AUTHORS reappraise the use of immediate re- 
placement of the head and neck of the femur by means 
of a metallic prosthesis for displaced intracapsular 
fracture of the femoral neck popularized 10 years ago 
by the Judet brothers. In this study the case histories 
of 205 patients with acute, displaced fractures of the 
femoral neck treated at the New York Orthopedic 
Hospital, Columbia-Presbyterian Medical Center, 
New York, New York during the decade between 
1949 and 1960 are analyzed. Treatment consisted of 
open reduction and internal fixation with a Smith- 
Petersen nail in 105 patients and of early replacement 
arthroplasty in 100 patients. The sole purpose of this 
study is to compare the mortality and morbidity in 
the two groups without regard to the end results. 

This review has shown that metallic replacement 
for displaced intracapsular fractures of the neck of 
the femur has a definite place in the treatment of 
femoral neck fractures. However, it is clearly not the 
entire answer to the problem. The frequent statement 
that patients treated with a prosthesis are able to 
leave the hospital at an earlier date than patients 
treated otherwise has not proved valid in the expe- 
rience of these authors. Also, in their clinic, the mor- 
tality has been four and a half times greater in pa- 
tients treated by prosthesis than in those treated with 
internal fixation. It is mentioned, however, that the 
average age of the patients treated in this fashion was 
greater than that of those treated with internal fixa- 
tion and the general condition of the patients was 
oftentimes less satisfactory. It is suggested that the in- 
sertion of a prosthesis is a procedure of such magni- 
tude as to be unwise in frail and poor risk patients. 
The simplest possible procedure to stabilize the frac- 
ture in order to relieve pain and permit mobilization 
should be strongly considered. —Orville F. Grimes. 


Two-Plane Fixation in Fractures of the Femoral 
Shaft. E. Burke Evans, Leroy D. Locxnart, and 
G. W. N. Eacers. Arch. Surg., 1961, 82: 592. 


TREATMENT OF fractures of the femoral shaft in adult 
persons by traction alone has gradually given way to 
treatment by open reduction and internal fixation. 
The latter method assures more nearly accurate appo- 
sition of the fragments and, provided that secure fixa- 
tion is obtained, a shorter confinement period. Fixation 
with the intramedullary nail offers good control of the 
fracture through the narrow portion of the femoral 
shaft, but is not always adequate for fractures which 
occur at other levels or which are complicated by com- 
minution. The use of one plate supplies an appositional 
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device. Two plates, on the other hand, when applied 
to opposite surfaces or in two planes, may give rather 
good stability at the site of fracture. In principle this 
method involves application of two plates in planes 
which are perpendicular to each other, the usual sur- 
faces of the femur being the accessible anterior and 
lateral surfaces. This type of fixation protects the frac- 
ture against four planes of muscle pull, and thus coun- 
teracts the powerful deforming muscular forces. Only 
minimal postoperative external support is needed, 
knee motion is free, and the confinement period is 
reduced. Because of these factors it is the policy of the 
Orthopedic Service of the University of Texas Medical 
Branch Hospitals, Galveston, Texas to use internal 
fixation for all fractures of the femoral shaft in adult 
persons which are amenable to this form of treatment. 
The intramedullary nail is used for fractures through 
the isthmus. Wherever open reduction is indicated the 
two-plane plate fixation is used. From January 1951 
to May 1960, 44 fractures were so treated. 

The fractures included: (1) acute fractures of the 
upper third portion, 7 cases; (2) acute closed spiral or 
comminuted fractures of the middle third portion, 10 
cases; (3) acute fractures of the lower third portion, 
except supracondylar fractures, 5 cases; (4) double 
fractures, 2 cases; (5) fractures complicated by mal- 
union or nonunion, 10 cases; (6) fractures complicating 
a previous pathologic osseous state, 5 cases; (7) frac- 
tures occurring at a different level than that or those 
of previously sustained fractures, 2 cases; and (8) frac- 
tures with proximal intramedullary obstruction, 3 
cases. Of the 44 fractures, 40 united satisfactorily. The 
average period required for union in acute fractures 
was 4.5 months. The average time required for union 
in fractures complicated by previous nonunion or mal- 
union was 6 months. Of the 4 failures in the total 
series, 2 involved malunion and 2 nonunion. 

—Einer W. Fohnson, Fr. 


The Fabellofibular and Short Lateral Ligaments of 
the Knee Joint. EManuet B. Kaptan. 7. Bone Surg., 
1961, 43-A: 169. 


AFTER AN EXHAUSTIVE sTupy of 115 knee dissections, a 
thorough and comprehensive presentation of the 
structures about the knee is given. Emphasis is placed 
upon the fabellofibular ligament which differs from 
the short lateral ligament. The purpose of the study is 
to establish the correct relationship of this ligament 
to the other structures of the posterolateral aspect of 
the knee, its incidence and morphologic and function- 
al significance, as well as its relative importance to the 
surgical anatomy of the joint. 

In order to carry out this study, it was necessary for 
the author to present all of the main structures about 
the knee in various views and in their true relation- 
ships. The occasional absence of the short lateral liga- 
ment and the reason for the presence of the fabello- 
fibular ligament are indicated by the study. The short 
lateral ligament and the fabellofibular ligament are 
apparently homologous structures corresponding to a 
similar strongly developed structure in the kangaroo 
and connected with the function of extension of the 
knee. The fabellofibular ligament is apparently al- 
ways present when a lateral fabella is found in man. 
When there is roentgenographic evidence of a fabella, 


the fabellofibular ligament may be found on surgical 
exposure. It is located just posterior to the area of 
insertion of the tendon of the biceps muscle between 
the biceps and the lateral gastrocnemius where the 
lateral collateral ligament is located anteriorly in 
front of the biceps tendon. 


— John Robert Close. 


Fractures in the Region of the Knee Joint (Ueber 
Frakturen im Bereich des Kniegelenks). H. E. Kéun- 
LEIN and S. WELLER. Zbl. Chir., Leipzig, 1961, 86: 849, 


Fractures in the region of the knee joint must, in 
view of late degenerative changes of the joint, be 
handled with great care. The fractures discussed, 
which are in the region of the joint, include: fractures 
of the tibial plateau, supracondylar femoral fractures, 
epiphysial luxation of the distal end of the femur, and 
isolated fractures of the head of the fibula. Joint effu- 
sion occurs in fractures of the joint as well as in those 
in the region of the knee. Because of the danger to the 
menisci and joint cartilage, effusions with excess pres- 
sure must be aspirated. It is common to find a blood- 
less effusion of the joint in these fractures. In all frac- 
tures of the joint and in those in the region of the joint 
the restoration of a smooth contour is essential because 
even the smallest discrepancy can lead to serious 
secondary degenerative changes. Consequently, in- 
dications for surgical intervention are abundant. 

Fractures of the tibial plateau without displacement 
can be treated with traction and a long cast. An exact 
axial position is necessary to avoid varus or valgus re- 
curvation. A similar position hoids for supracondylar 
femoral fractures, an extension pin through the tibial 
head being used to aid in the reposition. Epiphysial 
luxations of the distal end of the femur are common in 
young athletes as a result of a sudden hyperextension 
of the knee joint. Reposition can be accomplished 
with good anesthesia and muscle relaxants. 

Isolated fractures of the fibular head occur through 
direct trauma. A plaster cast is sufficient for restora- 
tion. Careful attention should be given to the super- 
ficial fibular nerve which passes in the vicinity of the 
head. 

In contrast to the aforementioned fractures, those 
fractures directly involving the joint require operative 
intervention more commonly. The so-called Y frac- 
tures of the tibial plateau require exact approxima- 
tion and fixation with screws. Condylar fractures of 
the femur are less common than the tibial head vari- 
ety. The inner, outer, or both condyles can be in- 
volved. Clinically, one sees the so-called “wobbly 
knee.” An exact fixation can be accomplished only 
through operative intervention. Patellar fractures are 
the most common fractures of the knee joint, being 
caused by direct trauma. One sees transverse, stellate, 
and comminuted fractures. Most of the fragmented 
fractures of the patella require operation and re- 
moval of the fragments. Tears in the insertion ridges 
are often overlooked. They are responsible for a pain- 
ful bloody effusion. More common than imagined are 
multiple fractures resulting from a single traumatic 
episode. 

In an 11 year period at the University of Freiburg, 
Germany 678 fractures were treated, 476 of which 
were in the joint and 202 near the knee joint. From the 
first group 80 patients were followed up continuously 
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and demonstrated an increase of joint difficulties with 
increasing age. —Andrew P. Adams. 


Reconstructive Surgery of the Knee (Contributo alla 
chirurgia riparatrice delle lesioni legamentose del 
ginocchio). R. ZANOLI and A, Franz. Chir. org. movim., 
1960, 49: 443. 


THE AUTHORS DESCRIBE the use of refrigerated homo- 
plastic and heteroplastic tendons in repairing liga- 
mentous lesions of the knee joint. After some experi- 
mental work at the Rizzoli Institute in Bologna, Italy, 
the authors began to use the refrigerated tendons on 
humans. A tendon bank was established with human 
material from amputated limbs and heteroplastic ma- 
terial from calves. The results were similar with either 
type of tendon. 

They have had good results for the past 5 years and 
now describe the indications and techniques which 
have given them the best results. Operative procedures 
on the various ligaments are described and illustrated. 
Postoperative management and the type of immobili- 
zation are also described. 

The real advantage of using the bank homografts is 
that it is possible to repair extensive loss of tissue much 
more easily and better than when one can resort to 
autograft tendons only. —Lucian Ff. Fronduti. 


Arterial Changes in Experimental Fractures of the 
Monkey’s Tibia Treated with Intramedullary 
Nailing. Lars G6tuMaNn. Acta chir. scand., 1961, 121: 
56. 


THE EXPERIMENTAL METHOD of microangiography is 
utilized in a series of fractures to delineate the vascular 
response of the surrounding blood vessels. 

A series of 23 monkeys was subjected to az extra- 
periosteal fracture of the tibia which was fixed with a 
metallic intramedullary V shaped rod. The animals 
were then sacrificed at intervals, and the arterial tree 
of the limb was injected with a microsuspension of 
radiopaque substance. All of the wounds and fractures 
healed without complication. 

The first specimens obtained were 1 week old. 
They showed increased tortuosity of vessels in the 
soft tissue both close to the bone and some distance 
from it. This reaction was most noted in the soft tis- 
sue on the ventral and medial sides where, in the mon- 
key, the soft tissue is greatest. There were numerous 
transverse branches from the dorsal arteries com- 
municating with the ventral arteries. 

In fractures 2 to 3 weeks old, the reaction was more 
intense. The ventral arteries still contributed the 
major supply. Much of the dorsal supply came through 
transverse branches going to the ventral vessels. These 
vessels send branches into the fracture and cortex. 
The ramifications in the callus were of a sprouting 
nature. Periosteal vessels were raised from the cor- 
tical surface and sent branches at right angles into 
the cortex; there were very few periosteal vessels 
directed into the fracture line. 

In fractures 4 weeks old the reaction was the same 
as in the 2 and 3 week specimens. 

In fractures 6 to 8 weeks old the immediate vas- 
cular reaction was still less intense. 

P Fractures 13 to 22 weeks old showed still less reac- 
on. 
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In the oldest fractures, 38 weeks old, the vessels out- 
side the callus had assumed an almost normal course 
and appearance. The arteries in the medullary cavity 
were slender and did not have sprouting ramifica- 
tions. The distal medullary cavity always contained a 
major arterial branch which reached proximally but 
never to the fracture line. 

The author draws the following conclusions: The 
periosteal arteries contribute very little to the arterial 
reaction of the callus; the greater part of the arterial 
reaction is from the soft tissue outside the periosteum. 
The greater the thickness of the soft tissue, the greater 
the arterial reaction. The peak of vascular response 
precedes the peak of callus formation. The cortex at 
the fracture site remains permanently deprived of 
normal blood supply. 

There is no comparison of the experimental pro- 
cedure here and one without operation or an intra- 
medullary nail. These experiments were performed on 
monkeys whose epiphyses were still open. 

—Richard G. Saxon, 


Trauma, Surgery, and Circulation of the Talus— 
What are the Risks of Avascular Necrosis? ROBERT 
L. Larson, RoGEeR SuLtivan, and JosepH M. Janes. 
J. Trauma, 1961, 1: 13. 


RECENT sTupIES have shown the vascular supply to the 
talus to be plentiful. The older idea of a single blood 
supply from the branches of the anterior tibial artery 
is no longer tenable. Rather, there are two discrete 
vessels to the talus and a periosteal vascular network 
supplied by three main arteries which vascularize this 
bone. 

Avascular necrosis occurred in 6.2 per cent of the 
taluses after a serics of 274 arthrodeses. 

In all probability the low incidence of avascular 
necrosis after surgical intervention is due to the ade- 
quate blood supply from the periosteal vascular net- 
work. The higher incidence of necrosis subsequent to 
trauma is considered to be due to the greater disrup- 
tion of intraosseous vessels caused by compression and 
comminution at the moment of impact. 


Histological and Dosimetric Considerations of Bone 
Tumor Production with Radioactive Phosphorus. 
J. P. M. Benstep, N. M. Brackett, and L. F. LAMErR- 
TON. Brit. F. Radiol., 1961, 34: 160. 


THE AUTHORS PRESENT an excellent review of their 
work on inducing bone damage with radioactive 
phosphorus. The F-1 hybrid rats of Marshall and 
August strains were used and both single and multiple 
injections of P* were tested. The single injections con- 
sisted of 3 mc./gm. and the multiple injections were 1 
mce./gm. initially plus 4 subsequent injections of 0.5 
mce./gm. 

The report presents excellent reproductions of the 
histologic changes in the rats from 2 weeks up to 6 
months. Estimations were made on the dose delivered 
to the bone by using thick section autoradiography. 

It was concluded that, although the gross tissue 
disturbances produced by irradiation appeared to be 
closely associated with the development of bone tu- 
mors, there was as yet insufficient data to permit com- 
ing to any conclusions on the mechanism. In all, 20 
rats were examined and in 16 of these tumors had de- 
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veloped. A total of 77 bones were included, 33 con- 
taining tumor. —Frank R. Hendrickson. 


Clinical and Morphologic Observations on 19 Cases 
of Plasmacytoma (Osservazionicliniche e morfologiche 
su 19 casi di plasmocitoma). F. SancruoLo. Cardarelli, 
1960, 2: 253. 


‘THE CLINICAL MANIFESTATIONS, roentgenologic aspects, 
blood and bone marrow picture, and biochemical 
pattern of plasmacytoma as observed in 19 cases 
studied at the Hematologic Unit of the Department of 
Medicine of the University of Rome Medical School, 
Rome, Italy, are reported in this article. Among the 
manifestations presented by these patients, the most 
useful for a correct diagnosis were: bone pain, tumors 
of the skeleton, roentgenologic findings, and bone 
marrow smears. Electrophoresis of the serum proteins 
and the presence of Bence Jones proteinuria were 
considered less important. Emphasis is placed on the 
mechanism of the respiratory, cardiovascular, gastro- 
intestinal, and hemorrhagic manifestations in the 
description of the features of this pathologic entity. 
Atypical varieties of plasmacytoma are also described. 
— Maria Serratto. 


Ewing’s Sarcoma. Davip C. Dann, Mark B. Coven- 
TRY, and Paut W. Scanton. 7. Bone Surg., 1961, 43-A: 
185. 


Ewina’s SARCOMA is an entity among the malignant 
neoplasms of bone. Death can result from this tumor 
after many years, although the lesion ordinarily causes 
death within 2 years after diagnosis. Despite the usu- 
ally lethal effect of Ewing’s sarcoma, nearly 10 per 
cent of patients affected can be cured. The authors’ 
data indicate that irradiation, ablative surgical treat- 
ment, or combinations of these can be curative. In 
the case of tumors of the extremities, amputation with 
or without preoperative irradiation appears to be the 


treatment of choice, but the evidence is not over. 
whelming. Patients who have metastatic processes 
sometimes can be cured by appropriate irradiation or 
surgical therapy. 


MUSCLES AND TENDONS 


Heparin Treatment of Peritenomyosis (Peritendinitis) 
repitans Acuta. Rais. Acta chir. scand., 1961 
Suppl. 268. 


TREATMENT of peritendinitis crepitans has included 
immobilization, rest, warmth in various forms, anti- 
phlogistic agents, leeches, fibrinolysin, roentgen ther- 
apy, massage and exercises, and cortisone prepara- 
tions, either singly or in combination. The results vary 
widely but the duration of treatment still lies between 
1 and 3 weeks. 

The author presents 2 series of patients treated at 
the surgical outpatient departments of the Sahlgren- 
ska Sjukhuset in Géteborg, Sweden from January 
1950 to October 1954 and from November 1954 to 
December 1959. There were 231 patients treated by 
conventional methods and 159 patients treated with 
heparin. Irrespective of age and sex, the duration of 
treatment in the heparin group was significantly 
shorter than in the conventionally treated group. 
Combining immobilization with heparin treatment 
did not shorten the length of disability. Of the 177 
heparin treated patients traced, 155 or 87 per cent 
were free of symptoms and fit for work at the end of 
treatment—3.6 days. The prompt response to treat- 
ment and the low incidence of recurrences and late 
symptoms may be attributed to the action of heparin 
in preventing the organization of edema in the peri- 
tenon and in the muscles. 

This is an extremely interesting monograph and 
the author’s work is a new approach to this problem. 

—David E. Hallstrand. 
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SURGERY OF THE VASCULAR SYSTEM 


BLOOD VESSELS 


Arterial Auscultation (Auscultation artérielle). Cu. 
Mentua. 7. chir., Par., 1961, 81: 71. 


Wuen blood passes through a constricted point of an 
artery and into a more patent portion of the vessel, 
eddy currents are set up and these can be heard on 
auscultation. Usually there is a systolic murmur. 
Study of these murmurs has enabled the author to de- 
tect the presence of stenosis and to localize the lesion. 
Auscultation has been applied with success to lesions 
of the carotid, subclavian, axillary, humeral, iliac, 
femoral, and popliteal vessels and the aorta. The 
method is not applicable to smaller vessels including 
-adial and cubital arteries, the tibial peroneal trunk, 
or the anterior or posterior tibial arteries. 

A 30 year old athlete received an injury to a lower 
extremity in a football game. Auscultation revealed 
two stenotic arterial lesions, one of the external iliac, 
one of the femoral artery. 

Occasionally spasm secondary to the stenosis makes 
the occlusive effects of the lesion more severe. After 
sympathectomy there is increased blood flow at the 
site of the stenosis. These changes can be followed by 
auscultation. 

The author has studied stenotic areas 3 to 15 mm. in 
length in which there is a reduction in caliber of the 
vessel to approximately 1 mm. Obstructive areas of 
this size are most readily detectable by auscultation. 

An electronic recording device has been used to re- 
cord these murmurs. Tracings are made which also 
register an electrocardiogram, thus enabling the ob- 
server to determine the time of occurrence of the mur- 
mur in relation to events in the cardiac cycle. 

At the vascular clinic of the University Hospital in 
Geneva, Switzerland a form has been in use since 
1958. This form provides an anatomic diagram on 
which to chart arterial murmurs and other peripheral 
vascular findings. —Frederick W. Preston. 


Arteriosclerotic Disease of the Carotid Artery. JosEPH 
Miter. Am. Surgeon, 1961, 27: 116. 


Tur autHor discusses the etiologic factors, frequency, 
pathologic physiology, and the anatomy of the collat- 
eral circulation as well as the symptomatology and 
physical findings in arteriosclerotic disease of the ca- 
rotid artery. Surgical treatment and indications for it 
are presented with emphasis upon establishment of the 
diagnosis and performance of operation during the 
stage of transitory symptoms before permanent brain 
damage has occurred. Operation is believed indicated 
in cases of complete occlusion or severe stenosis with 
transitory symptoms, cases of complete occlusion or 
severe stenosis from which the patient may be ex- 
pected to recover, cases of complete occlusion or severe 
stenosis with early mental deterioration, and bilateral 
disease with early mental deterioration or transitory 
symptoms. If retrograde flow cannot be obtained from 
the opened internal carotid artery, operation is aban- 
doned. If retrograde flow is obtained, thromboendar- 
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terectomy is performed. As the arteriotomy is closed 
the intravenous administration of heparin is begun and 
continued until long-acting anticoagulants are in ef- 
fect. 

The author reports 10 cases in which the above 
procedure was performed at the Baptist-Memorial 
Hospital, Memphis, Tennessee. Five patients were 
benefited, 4 showed little improvement, and 1 died 2 
days after operation from unknown cause. 

—Allan D. Callow. 


Studies of Coronary and Peripheral Blood Flow Fol- 
lowing Hemorrhagic Shock, Transfusion, and 
L-Norepinephrine. D. J. Vowtes, F. E. BarseE, 
W. J. Bovarp, C. M. Couves, and J. M. Howarp. 
Ann. Surg., 1961, 153: 202. 


EXPERIMENTAL AND CLINICAL OBSERVATIONS provide 
indirect evidence that reduced coronary flow occurs 
during hemorrhagic shock and if maintained results in 
cardiac failure and conversion of shock into “an irre- 
versible state.” Dogs were utilized to determine the 
values of coronary blood flow and femoral artery flow 
during acute hemorrhagic shock and after treatment 
of the shock with blood transfusion and norepinephrine. 
Since aortic pressure falls in acute hemorrhage, coro- 
nary flow decreased by approximately 50 per cent 
despite compensatory coronary vasodilatation and 
peripheral vasoconstriction. Blood transfusion in quan- 
tities inadequate to restore normal blood volume pro- 
duced notable improvement of both coronary and 
peripheral flow. This restoration occurred both in 
early and late phases of hemorrhagic shock. Nor- 
epinephrine acting in the presence of marked hypo- 
volemia increased coronary flow to several times nor- 
mal, partly by maintaining coronary vasodilatation 
but also by maintaining or augmenting pre-existing 
peripheral vasoconstriction. The pressor effect of the 
drug is due to a combination of increased cardiac out- 
put and increased peripheral resistance. The authors 
conclude that their results support the concept that 
norepinephrine protects the myocardium and may be 
a useful although temporary measure in the early 
treatment of shock. —Allan D. Callow. 


Experimental Studies in Surgery of Small Blood 
Vessels. CHARLES A. CARTON, A. KEssLER, 
BERNARD SEIDENBERG, and Exuiotr S. Hurwirt. 7. 
Neurosurg., 1961, 18: 188. 


Anastomosis by suturing, patching, and shunting 
of small arteries and veins of 4 mm. or less in external 
diameter carries a high incidence of failure compared 
to similar procedures in larger vessels. Application 
of a meticulous suture technique to operations on 
intracranial vessels presents additional difficulties, 
since patency of the artery usually has been lost. 
Attempts to develop a nonsuture method of anas- 
tomosing small vessels applicable to both arteries 
and veins and the peculiar prerequisites of intra- 
cranial vascular operations has been made by the 
authors for 3 years. This report presents the results 
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of 85 arterial patches using methyl 2-cyanoacrylate 
adhesive. Properties of the adhesive, its behavior in 
animal tissues, sterility, and toxicity are discussed. 

A synthetic patch, a stainless steel flanged ring over 
which the intima is everted and into which the 
distal vessel is brought, apposition of two flanged 
rings combined with an internal polyethylene tube 
shunt, and application of a plastic patch, to all of 
which methods these adhesives are added, are 
discussed. Patching with external reinforcing of 
arteriotomies of small vessels has proved to be a 
simple procedure with a high and reproducible in- 
cidence of success. Circumferential reinforcement 
has overcome the problems of early hemorrhage 
and late formation of aneurysms. 

—Allan D. Callow. 


Acute Arterial Injuries Due to Blunt Trauma. 
Harotp A, and J. KENNETH JAcoss. 7. Bone 
Surg., 1961, 43-A: 193. 


AN EXPERIENCE with 12 patients who sustained arte- 
rial injury from blunt trauma is the basis of this re- 
port. The frequency of the injury and the necessity 
for prompt surgical interference to establish arterial 
flow are emphasized. 

Arteries of the extremities were involved in 6 of the 
12 patients. Visceral arteries, the renal arteries, were 
injured in 2 cases. Fractures and dislocations were the 
commonest associated injuries. The mechanism con- 
sisted in: (1) direct laceration or angulation of the 
artery by fracture fragments, (2) contusion or lacera- 
tion of the artery by the trauma, and (3) sudden 
forceful motion of a mobile organ causing rupture of 
the artery at its origin. Occasionally, the injury was a 
partial rupture of the artery or a fracture of its intima. 
Diagnostic findings consisted in absence of a distal 
arterial pulsation with a cool, pallid, hypesthetic ex- 
tremity. Arterial spasm seldom produces these signs 
in the opinion of the authors. Preoperative and oper- 
ative arteriography were valuable in making more 
accurate diagnosis of the arterial injury. Exploratory 
operation is justified if the diagnosis cannot be satis- 
factorily made. 

This type of injury was treated by surgical repair 
of the vessel. Direct anastomosis was usually possible, 
but the use of a synthetic or venous graft may be 
needed. Concomitant venous injury should be re- 
paired also. Repair was carried out in 5 of the 6 pa- 
tients with arterial injury in the extremities. The sixth 
died from severe associated injuries. Arterial flow was 
re-established in all 5. In the remaining 6 patients, 
repair was delayed, but eventually became necessary 
because of irreversible damage or symptoms referable 
to the arterial lesion. It is believed that the best re- 
sults follow early surgical repair. — Donald C. Geist. 


Sudden Occlusion of the Anterior Tibial Artery. 
Joun S. Maparas, JR., and Maurice A. CLAMAN, 
Surgery, 1961, 49: 392. 

SuDDEN occLusion of the anterior tibial artery is a 

rare condition, there being only 33 cases reported in 

the literature. The clinical features include: (1) sud- 
den excruciating pain over the anterior muscle com- 
partment of the leg; (2) muscular edema, induration, 
and tenderness on palpation; (3) a reddish-purple dis- 
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coloration of the skin; (4) inability of the patient to 
stand, walk, or dorsiflex the foot or toes; and (5) ab. 
sence of the dorsalis pedis pulses. Six cases are re. 
ported, of which 4 were due to embolisms, 1 to throm. 
bosis, and 1 to a gunshot wound. 

The anterior tibial compartment is bounded by the 
tibia, interosseous membrane, fibula, and the overly- 
ing fascia. It contains the tibialis anticus, extensor 
hallucis longus, and extensor digitorum longus mus- 
cles, the anterior tibial artery and veins, and the deep 
peroneal nerve. The tibialis anticus muscle receives 
its entire blood supply from the anterior tibial artery, 
whereas the other muscles also receive a blood supply 
from perforating arteries through the interosseous 
membrane. Hence the tibialis anticus is more prone 
to total necrosis. 

Early diagnosis is necessary for proper manage- 
ment and in most cases amputation can be avoided. 
Elevation of the extremity and extremes in tempera- 
ture are to be condemned. Relief of vasospasm may 
be attempted by the use of vasodilator drugs, sym- 
pathetic block, or sympathectomy. Embolectomy is 
probably of little value. Fasciotomy is helpful within 
the first 12 hours, but may lead to gas gangrene after 
necrosis has occurred. Debridement of the anterior 
tibial compartment is necessary in the presence of 
infection. The resultant foot drop is managed with a 
foot elevating spring brace. —George R. Holswade. 


Abdominal Aortic Aneurysm. S. W. Moore and 
GeorcE Wantz. Surg. Clin. N. America, 1961, 41: 497. 


Comsininc their own experience with data from the 
literature, the authors review the problem of ab- 
dominal aortic aneurysms with particular regard to 
the problems of aortography, rupture of the aneu- 
rysm into the gastrointestinal tract, and surgical 
treatment. Brief considerations of the etiology and 
pathology, histology, symptoms and signs, and ex- 
perience with various vessel prostheses are provided. 
From the literature, the authors have summarized 
the results of 542 nonruptured abdominal aortic 
aneurysms in which there were ‘8 postoperative 
deaths or a mortality of 10.7 per cent. 

From 74 aneurysms which had ruptured there 
were 36 deaths or a mortality of 49 per cent. The 
life expectancy of patients with aneurysms and 
without operation drops rapidly. Seventy per cent of 
patients are stated to be dead in 3 years as compared 
to 12 per cent of the normal population in this age 
group. With operation, life expectancy parallels 
that of the normal population at age 65. There is an 
immediate drop in the life expectancy curve caused 
by operative deaths. When only patients with un- 
ruptured aneurysms are included, however, there 
is a very close correlation to the normal life ex- 
pectancy. —Allan D. Callow. 


Simplified Treatment of Large, Sacciform Aortic 
Aneurysms with Patch Grafts, E. SraNLEY CRAW- 
FORD, MicHaEL E. DEBAKEy, and F. BLAIs- 
DELL. J. Thorac. Cardiovasc. Surg., 1961, 41: 479. 


SACCIFORM ANEURYSMS may be treated by simple 
excision after the neck is clamped without interfering 
with normal aortic flow. If the sac is large and rolled 
over to incorporate much of the aortic wall, an 


occluc 
even | 
necess 
pair 
difficu 
thorat 
| of the 
dures. 
tubing 
loss a 
one-tl 
and g 
To 
heart. 
and | 
occlu 
able. 
segm 
with 
the d 
mon 
empl 
For 
subcl 
throu 
mally 
the a 
In 
perio 
| 
3 
| Fi 
prese 
treat 
Ope: 
En 
un 
P. 
W 
On 
peri 
1966 
strat 
supe 
peri 
eral 
whic 
rheu 
farct 
boli 
subs 
orig’ 
QO 
emb 
cent 
latte 
bifu 
cent 
pop! 
on t 
| peri 
with 

& 


— 


occluding clamp may cause severe constriction or 
even complete occlusion of the aortic lumen, thus 
necessitating excision and graft replacement. Aortic re- 

air with a patch graft after excision may resolve this 
difficulty. The patch graft is especially applicable to 
thoracic and upper abdominal aortic aneurysms. Some 
of these operations require temporary bypass proce- 
dures. Dacron is used. An internal shunt of tygon 
tubing may also prove helpful. The amount of blood 
loss and duration of operation were approximately 
one-third of those associated with segmental excision 
and graft replacement. 

To avoid increased vascular resistance upon the 
heart, causing left ventricular strain and heart failure 
and ischemic damage to the tissues distal to the 
occluded segment, a number of techniques are avail- 
able. In aneurysms that do not involve the proximal 
segment of the ascending aorta, temporary bypass 
with dacron can be used. For aneurysms arising in 
the descending thoracic aorta distal to the left com- 
mon carotid artery, some form of bypass may be 
employed. Internal shunts may also be employed. 
For well localized aneurysms arising distal to the left 
subclavian artery one can use a plastic catheter 
through a small opening in the left subclavian proxi- 
mally or in the descending aorta immediately above 
the aneurysm and into the descending aorta distally. 

In the abdominal aorta, arrest of the circulation for 
periods up to more than 30 minutes is well tolerated, 
thereby one can avoid shunts since the procedure can 
be performed in 20 minutes. 

Five cases illustrating this simplified method are 
presented. Another method has been added to the 
treatment of certain types of aortic aneurysms. 

—Gabriel P. Seley. 


Operative Treatment of Peripheral and Mesenteric 
Emboli (Die operative Behandlung der peripheren 
und mesenterialen Embolie). A. SENN, F. GRADEL, 
P. LunpsGAARD-HANSEN, and R. WALTI. Schweiz. med. 
Wschr., 1961, 91: 525. 


On THE Basis of a personal series of 100 consecutive 
peripheral embolectomies performed from 1955 to 
1960 and the available literature, the authors demon- 
strate that operative treatment is today definitely 
superior to any other form of treatment of the 
peripheral arterial embolism. Four out of five periph- 
eral emboli have their origin in the left ventricle, 
which is affected in 50 to 80 per cent of the cases of 
rheumatic disease and in 15 to 30 per cent of the in- 
farctions. Sixty per cent of the patients had had em- 
boli at an earlier date. The authors were unable to 
substantiate a common belief that many emboli 
originate with digitalization of the heart. 

Operative localization revealed 15 per cent of the 
emboli to occur in the upper extremity and 85 per 
cent in the lower extremity. Of those occurring in the 
latter group, 10 per cent were found at the aortic 
bifurcation, 14.5 per cent in the iliac vessels, 44 per 
cent in the femoral arteries, and 15.5 per cent in the 
popliteal arteries. The prognosis is dependent more 
on the underlying disease than on the location of the 
peripheral embolus. The chances of survival with a 
rheumatic disease, for example, are twice as great as 
with an arteriosclerotic one. 
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The 10 hour limitation suggested by Key in divid- 
ing early and late intervention was substantiated. In 
65 to 80 per cent of the cases the emboli manifested 
themselves acutely, in 10 per cent insidiously, and in 
5 per cent were completely silent. Recent studies 
demonstrate a salvage rate of 83.4 per cent after 
embolectomy of the lower extremity as compared to 
62.5 per cent after conservative management. 

Mesenteric infarction, present in 7 to 10 per cent 
of all embolic distributions, carries a high mortality, 
that is, from 90 to 95 per cent, even in the present 
day. The arterial closure is twice as common as the 
venous. Mesenteric infarction, secondary to throm- 
bosis, commonly develops over a period of days. An 
early diagnosis is dependent upon the recognition of 
the clinical course, which can begin dramatically and 
be followed by a quiescent interval. The acute initial 
stage is recognized by: sudden abdominal pain, pale- 
ness, cold sweating, and the passage of stool, varying 
in consistency. A discussion is given of the early diag- 
nosis and causal treatment of mesenteric embolism by 
means of an embolectomy, based on the case history 
of a patient successfully operated upon by the authors. 

—Andrew Adams. 


Thrombophlebitis as a Complication of the Conserva- 
tive Management of Herniated Lumbar Inter- 
vertebral Discs. BERNARD J. SussMAN, THomas S. P. 
Fircu, and Bruce J. CARROLL. Angiology, 1961, 12: 95. 


In A sERIEs of 44 patients undergoing operation for 
lumbar disc herniation the clinical picture of throm- 
bophlebitis in the leg affected by the sciatic syndrome 
developed in 4 women. A pulmonary embolus devel- 
oped in another woman, but the origin of this embolus 
could not be established. One man who did not un- 
dergo operation also had thrombophlebitis. The «rom- 
bophlebitic complications in the 5 women occurred in 
a group of 19 patients whose average bed rest period 
was 15 days before operation. In a group of 25 pa- 
tients upon whom operation was performed 1 to 3 
days after admission there were no thrombophlebitic 
complications. 

The authors do not recommend conservative treat- 
ment of herniated disc by bed rest in excess of 2 weeks. 
Elevation of the foot of the bed and proper'y fitting 
elastic bandages are recommended. Measures that in- 
volve constrictive dressings, limb immobilization, or 
deep venous compression are not advised. Adequate 
medication for pain and proper instruction in deep 
breathing and lower limb exercises are important. All 
patients treated with bed rest should be <arefully 
checked for signs of thrombophlebitis. 

— George R. Holswade. 


LYMPHATIC VESSELS AND NODES 


The Value of Surgical Removal of Localized Lym- 
homas. Davin ForsytHe SmirH and Catvin T. 
LopP. Surgery, 1961, 49: 469. 


THE RESULTs of a study comparing the effectiveness of 
treatment of localized lymphomas by irradiation or by 
surgical removal with and without postoperative irra- 
diation is presented. 

The statistics derived indicate that patients who re- 
ceive the benefits of surgical removal of all known dis- 
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eased tissue have a much better prognosis than those 
who receive roentgen ray therapy alone, as given in 
the cases in this analysis. 

The evidence suggests that in many instances the 
lymphomas will begin and remain in a localized stage 
which is amenable to aggressive surgical therapy and 
that this therapy can prevent further progression and 
dissemination of the disease process. 

The study suggests that nonradical operations, pro- 
vided that there is complete removal of all lymphoma- 
tous disease, may achieve cure as readily as more 
radical procedures. 

Further investigations of the possible effects of irra- 


diation when given by difficult techniques and , 


dosages may be of extreme importance and will be 
pursued. — John F. Maloney. 


BLOOD AND ™RANSFUSIONS 


Ascorbic Acid and Blood Coagulation. Peter G. 
Dayton and Murray WEINER. Ann. N. York Acad. Sc., 
1961, 92: 302. 


THIs REPORT concerns itself with four problems relat- 
ing to the effect of ascorbic acid on blood coagulation. 
The questions are: (1) Are some of the coagulation 
phenomena seen in scurvy related to nutritional fac- 
tor other than ascorbic acid? (2) What is the signifi- 
cance of the altered sensitivity of scorbutic animals to 
drugs which influence coagulation? (3) What is the 
effect on the clotting mechanism of stimulating the 
metabolic pathway of ascorbic acid synthesis? (4) Can 
vascular integrity and coagulation factors be inde- 
pendently linked? The studies were carried out in 
starved guinea pigs supplemented with vitamin C and 
given acenocoumarin. There was an exaggerated 
hypoprothrombinemic response when compared to 
control animals. 

The rate of metabolism of the drug appeared to be 


the same in both starved and normal animals. Ninety © 


minutes after the administration of 30 mgm./kgm. of 
acenocoumarin intraperitoneally, the plasma concen- 
tration of the drug was 30 to 50 mgm./kgm. in both 
groups. 


Previous work has presented evidence that the 
glucuronic acid pathway of glucose metabolism is re- 
lated to the biosynthesis of ascorbic acid. Certain 
drugs, such as chloretone and the barbiturates, affect 
the response to the coumarins by stimulating the glu- 
curonic acid pathway. When guinea pigs were pre- 
treated with barbital there was complete antagonism 
to the action of acenocoumarin. These same studies 
have also been shown to be true for man. 

Further studies by these authors have shown that 
not all glucuronic pathway stimulators will block the 
prothrombin response to the coumarins. The com- 
pound 3-methylcholanthrene causes a release of 
heparinlike substance, thus accentuating the action 
of the coumarins. Thus, alteration in a nutritional 
factor or its biosynthetic pathway may influence clot- 
ting factors in many different ways. Even when altered 
coagulability is not found, the possibility remains that 
a coagulation factor at the cellular level is influencing 
vascular integrity. — John H. Davis. 


The Antithrombotic Properties of Coumarin Drugs, 
Joun C. Hoax, E. Connor, Emory 
Warner, and JoHNn R. Carter. Ann. Int. M., 1961, 
54: 73. 


To assess the mechanism by which coumarin drugs 
inhibit thrombosis, coagulation studies were carried 
out on 28 patients who had been receiving either 
dicumarol or warfarin sodium orally. The whole 
blood clotting time in plain glass tubes was slightly 
prolonged in only 10 patients and was in a normal 
range in 18. In silicone-coated glass tubes, more 
closely simulating endothelial-lined blood vessels, the 
whole blood clotting time was prolonged in 26. 
There was direct correlation between deficiencies 
of factor IX or factor X and prolongation of whole 
blood silicone clotting time, and no significant corre- 
lation between factor VII or prothrombin levels and 
prolonged clotting time. This result suggests that the 
antithrombin activity of these anticoagulants is re- 
lated to defective thromboplastin generation rather 
than depressed prothrombin and accelerator levels. 
—Stanley W. Tuell. 
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SURGICAL MANAGEMENT 


PREOPERATIVE AND POSTOPERATIVE CARE 


Pulmonary Evaluation and Risk in Patient Prepara- 
tion for Anesthesia and Surgery. GeorcEe R. 
MENEELY and JoHN Lynn FERcuson. 7. Am. M. Ass., 
1961, 175: 1074. 


PULMONARY COMPLICATIONS are still a commonplace 
occurrence after operation. Most commonly, they 
follow intra-abdominal operation but particularly 
operation on the upper abdomen. They seem to be 
independent of the anesthesia involved whether it is 
local, spinal or inhalation anesthesia. Acute respira- 
tory infections naturally predispose to postoperative 
pulmonary complications but are easily detected. The 
major problems are those associated with chronic pul- 
monary difficulty, usually bronchitis with associated 
degrees of emphysema. There are many elaborate 
tests for evaluating pulmonary function preopera- 
tively but of the readily available screening tests, the 
most valuable are vital capacity, the timed vital 
capacity, and the maximum breathing capacity. The 
timed vital capacity, more properly called the timed 
forced expiratory vital capacity. is probably the best 
procedure to employ in preoperative evaluation of 
pulmonary function. This value can be expressed in 
the volume of air expelled in the first one-half second 
by a maximal forced expiration beginning at full 
inspiration and is as effective a screening procedure 
as is the maximum breathing capacity. 

The importance of preoperative pulmonary evalua- 
tion is stressed. — Ward D. O’ Sullivan. 


Effects of Steroid Treatment on Patients Undergoing 
Operation. N. E. Winstone and Bryan N. Brooke. 
Lancet, Lond., 1961, 1: 973. 


In AN ENDEAVOR to assess the possibility that steroid 
therapy may lead to collapse due to pituitary-adrenal 
failure after the stress of operation, three groups of 
patients who underwent operation for ulcerative 
colitis have been studied. There was no evidence of 
such collapse in a group of 22 patients who had had 
no steroids previously, nor in a group of 18 who re- 
ceived both preoperative steroid therapy and steroid 
operative cover; but of 17 patients who received pre- 
operative steroid therapy and no operative cover 2 
collapsed in a state of pituitary-adrenal failure and 
died. Of the 18 patients who received steroid cover 
septicemia developed in 4, a complication not en- 
countered in the other two groups. In the absence of a 
completely dependable test of adrenal reserve it is 
difficult to judge when steroid cover with its risk of 
added infection should be applied and when it may 
be omitted. An assessment may be made on clinical 
grounds and steroid cover be administered (1) to 
patients showing hyperadrenocorticism, (2) to those 
who have received steroids within a week before 
operation, and (3) to those who have received a total 
dose of 2 gm. cortisone or the equivalent within 1 
month before operation. The remainder should be 
operated on without cover, the possibility of collapse 


due to adrenal failure being borne in mind and 
treated when it occurs. Now that hydrocortisone can 
be administered intravenously, the dangers associated 
with collapse are reduced. . —Gordon F. Madding. 


Intravenous Administration of Cortisone in States of 
Shock (Possibilités offertes par la corticothérapie 
intraveineuse, dans les états de choc, en chirurgie). 
A. Mounter-Kunn, R. Martin, Lasry, and M. J. 
RONDELET. Anesthésie, Par., 1960, 15: 407. 


UsE OF CORTICOSTEROIDS in emergency situations was 
made possibile 2 years ago when a soluble hydrocorti- 
sone salt became available for intravenous use. With 
this preparation high blood levels can be obtained 
immediately. The authors have treated 32 patients 
in shock during a 2 year period. The blood pressure 
was unobtainable in most of these patients at the 
initiation of therapy. Three cases were traumatic 
shock, 19 were operative shock, and 10 occurred 
postoperatively. None of the patients had chronic 
adrenal insufficiency. 

Sixteen instances occurred during neurosurgical 
procedures in spite of adequate preoperative prepara- 
tion and adequate amounts of blood and glucose 
intravenously. In neurosurgical patients shock may 
be of neurogenic origin, particularly during the 
course of removal of tumors of the cerebellopontine 
angle or lesions of the fourth ventricle. 

The authors compared the effect of hydrocortisone 
to that of noradrenaline in 3 patients in shock. The 
drugs were given intravenously. Hydrocortisone 
has a slower and more prolonged effect. 

In 3 cases the intravenous administration of hydro- 
cortisone was the only treatment used for shock, but in 
each case the arterial pressure was restored withcut 
other measures. Hydrocortisone intravenously is well 
tolerated. The risk of the drug promoting infection is 
negligible because it is given for only short periods 
and antibiotics are given concurrently. 

The mechanism of action of the drug in patients 
without adrenal insufficiercy is unknown. It is a 
peripheral vasoconstrictor bu: also has other actions. 

The authors recommend an initial injection of 
50 to 100 mgm. of hydrocortisone when shock first 
develops. It can then be given slowly by intravenous 
drip in amounts of 300 mgm. daily. 

—Frederick W. Preston. 


Cutaneous Necroses as a Result of Perfusion with 
Noradrenaline (Nécroses cutanées aprés emploi de 
perfusions de noradrénaline, réflexions a propos de 
cing observations personnelles). R. ScHNOEBELEN, P. 
TRaumann, and E. Forster. Anesthesie, Par., 1960, 15: 
476. 


THE ADVANTAGES of rapid, controllable arteriolar 
vasoconstriction achieved with noradrenalin must be 
balanced against the disadvantages of cutaneous 
gangrene attending its use in certain cases. The 
authors observed 5 such complications, each in a 
patient in profound postoperative shock. 
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These complications were: (1) peripheral vasocon- 
striction lasting for the 20 minutes that n_radrenalin 
was infused, and recovery from the intense blanching 
without skin necrosis, i.e., complete reversibility; (2) 
after 17 hours of perfusion by catheter in the saphenous 
vein at the malleolus, development of extensive sub- 
cutaneous necrosis requiring lengthy corrective opera- 
tion; (3) peripheral ischemia of all 4 extremities, with 
gangrene of the lower limbs, more marked in the leg 
infused; (4) no effects from infusion via catheter in 
the vena cava, but regional ischemia from infusion in a 
peripheral vein; (5) extensive cutaneous and sub- 
cutaneous necrosis in the forearm used for perfusion 
but no effects after vena caval perfusion. 

These complications cover the gamut of untoward 
sequelae ranging from reversible vasoconstriction to 
permanent vasoconstriction of the major arteries of 
the lower extremities and gangrene of both limbs. 
Between these two extremes are the classic local- 
regional cutaneous and subcutaneous necroses of 
varying severity. Simple extravasation of noradrenalin 
would account for some of the latter. The other 
phenomena are not so easily explained, and arterial, 
arteriolar, capillary, and venous changes in various 
combinations are postulated. Shock and stasis or 
reduced cardiac output with already hypoxic tissues 
are contributory. 

Except in 1 case the authors have been unsuccessful 
therapeutically in reversing the tissue effects of pro- 
longed vasoconstriction. Prevention is of paramount 
importance, therefore, and perfusion into the vena 
cava appears safe. 

In a discussion of this report Lassner stated that the 
peripheral necrosis produced by noradrenalin need 
not be associated with the vasoconstrictor effects; 
the addition of 5 mgm. of regitine to 500 ml. of 
solution of noradrenalin has been found to prevent its 
cutaneous necrotizing properties. 

—Edwin F. Pulaski. 


Clinical Features of Pulmonary Embolism. D. W. 
Barritr and S. C. Jorpan. Lancet, Lond., 1961, 1: 
729. 


THE symeTos of pulmonary embolism with infarction 
may include hypotension, faintness, substernal dis- 
comfort, breathlessness, pleural pain, and hemoptysis. 
Pleural pain and hemoptysis are only accompanied 
by hypotension when a massive embolism has taken 
lace. 

: A rise in jugular venous pressure and a large fall in 
systemic blood pressure are the commonest signs of 
massive embolism, and tachycardia nearly always 
accompanies the appearance of the first symptom. 
Auscultation of the heart is of little value in diagnosis. 

The electrocardiogram miy show characteristic 
changes—a combination of S,, Q;, T3;, and right 
ventricular T wave inversion, with or without right 
bundle branch block in lead V,. These changes are 
not seen unless there is clinical evidence of right-heart 
stress. In only about half the cases of pulmonary 
embolism is the electrocardiogram of diagnostic value. 

The bedside roentgenogram is helpful in confirming 
a lung lesion. 

In a series of 72 patients, 2 with suppurative pneu- 
monia were mistakenly thought to have an embolism. 


Clinical evidence of thrombosis in leg veins was 
common; but in 16 patients, no abnormal signs were 
found. Fourteen per cent of the patients had super- 
ficial thrombophlebitis and 24 per cent had long- 
standing changes in the skin of the legs as a result of 
varicose veins. —Harold Laufman, 


The Influence of Arteriosclerotic Heart Disease on 
Surgical Risk. Marvin M. Nacutas, Samuet J. 
Asrams, and Mauricio M. Goiserc. Am. 7. Surg. 
1961, 101: 447. 


THE RECORDS of 165 patients with arteriosclerotic 
heart disease who underwent 200 major operations 
were compared with those of a control grour: of 6,059 
patients who had general surgical treatment, to deter- 
mine the risk of operation among patients with 
coronary artery disease. The risk of extensive opera- 
tion in patients with heart disease was about 3 times 
as great as in those of the control group, and the 
complications were over 2 times as frequent. The 
presence or absence of cardiac symptoms did not 
significantly affect the mortality or complication rates. 
The presence of hypertension also did not increase the 
surgical risk. The presence of angina pectoris or a 
history of myocardial infarction does not denote a 
greater hazard with regard to postoperative fatality 
than does the presence of myocardial disease without 
these manifestations. 

An effort was made to separate the influences of 
age and heart disease by looking for mortality dif- 
ferences between younger and older patients with 
heart disease. Older patients do have a somewhat 
higher mortality, but this may not be caused entirely 
by the presence of more advanced arteriosclerotic 
heart disease. Although it would seem desirable to 
maintain a normotensive state during operation, the 
data from this study do not indicate that a short period 
of hypotension during the operative procedure is 
hazardous. In considering the advisability of elective 
procedures in such patients, the gravity of the surgical 
lesion must be compared with the cardiac status and 
prognosis. —Stuart L. Scheiner 


Ascorbic Acid Economy in Surgical Patients, Joun H. 
Cranpon, RicHarD LENNIHAN, JR., STANLEY MIKAL, 
4 ARNOLD E, Rei. Ann. N. York Acad. Sc., 1961, 92: 


Piasma and buffy coat ascorbic acid levels were meas- 
ured in a series of patients, exclusive of those burned, 
admitted to the surgical service of the Boston City 
Hospital, Boston, Massachusetts. In normal subjects 
an average plasma ascorbic acid level is 0.69 mgm. 
per cent and the buffy coat ascorbic acid level is 15 
mgm. per cent. A plasma ascorbic acid content below 
0.2 mgm. per cent and a buffy coat level below 8 
mgm. per cent represent the presence of serious as- 
corbic acid deficiency. 

In patients undergoing laparotomy there was an 8 
fold increase in the incidence of wound dehiscence in 
those with a deficient blood level of vitamin C com- 
pared to those with normal blood levels. The authors 
conclude that dehiscence is associated with a de- 
ficiency of vitamin C and that a normal preoperative 
level is a potent way of preventing dehiscence. The 
majority of surgical patients can be maintained on 
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100 to 300 mgm. of ascorbic acid per day. When such 
supplements are given the plasma level may rise 
rapidly but some time is required for the buffy coat 
and tissue levels to catch up and this time should be 
accepted in patients undergoing elective operations. 

An extensive operation produces an average de- 
crease of 17 to 20 per cent in plasma and buffy coat 
ascorbic acid levels, and a somewhat similar response 
is seen in patients after the administration of ACTH or 
cortisone. 

A test oral load of 15 to 30 gm. of I-tyrosine pro- 
duced a marked tyrosyluria in all scorbutics and in 
most patients with deficient blood ascorbic acid levels, 
but such an increased tyrosyluria was not seen after 
operation in most patients. — John H. Davis. 


Serial Microhematocrit Determinations in Evaluating 
Blood Replacement. GotpMAN Jacoss, WIL- 
S. How anp, and Anita H. Goutet. Anesthesiol- 
ogy, 1961, 22: 342. 


THERE IS NEED for a simple, inexpensive, accurate, 
and rapid means of determining the amount of blood, 
plasma, and plasma substitutes to be administered. 
One such method is that of serial microhematocrit 
determinations. The key to this method is an under- 
standing of the dynamics of hemodilution. 

The hemodilution which results in a falling hema- 
tocrit reading occurs within minutes of blood loss. 
Serial hematocrit determinations reflect changes in 
degree of hemodilution. They, therefore, reflect the 
adequacy of blood replacement in the dynamic situa- 
tion of hemorrhage during operation and trauma. 
They give information regarding the degree of plasma 
loss from burns, ileus, open wounds, and denuded 
serous surfaces. They follow shifts in the blood com- 
partments, seen in the rapidly changing intravascular 
volumes that occur with the extracorporeal pump 
during open heart and other perfusion procedures. 

More than 200 cases of varying degrees of blood 
loss were followed up with serial microhematocrit 
determinations. The results of the determinations 
were invaluable guides to correct and time the blood 
and plasma administration in cases of operative 
hemorrhage, dehydration, and plasma loss. The 
microhematocrit determination takes 5 minutes from 
the time of venipuncture. It is reproducible, inex- 
pensive, simple, and accurate. Four case reports are 
included. — Mary Frances Poe. 


WOUNDS AND THERMAL INJURIES 


Prevention of Wound Dehiscence by Use of Stain- 
less-Steel Retention Sutures. Tuomas J. ANGLEM 
- Epwarp B. Gray, Jr. J. Am. M. Ass., 1961, 176: 


Tue auruors believe that the first step in the develop- 
ment of wound dehiscence after abdominal opera- 
tions is the protrusion of a wedge of omentum or 
knuckle of bowel through a rent in the peritoneum. 
Prevention of dehiscence can best be accomplished by 
a method of suture in which the main support for the 
wound is provided by some means other than the 
coapting sutures of the layer of closure. 

To fu.nish this report they used through-and- 
through retention sutures of stainless steel wire, pass- 
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ing through all layers of the abdominal! wall. Infec- 
tion is much less frequent with stainless steel than with 
silk stay suiures. The use of this method requires care- 
ful technique with application of pressure just suffi- 
cient to bring the wound margins comfortably to- 
gether. The sutures are placed from three-quarters to 
1 inch apart and rubber or plastic “boots” are used to 
protect the skin edges. 

The technique was used in 835 patients having 
vertical abdominal incisions, most of which were in 
the upper abdomen. The dehiscence rate was com- 
pared with that of 893 other patients who had mostly 
lower abdominal incisions without the use of stay 
sutures. In each series there were 3 instances of de- 
hiscence. Although the rate of dehiscence was approx- 
imately the same in both groups, the authors believe 
that stainless steel stay sutures are helpful in the pre- 
vention of wound dehiscence since the upper abdomi- 
nal incisions in which they were used are more prone 
to disrupt than the lower abdominal incisions which 
predominated in the control group. 

—Lockert B. Mason. 


Vascularization of a Disrupted and Resutured 
Wound Compared with that of a Primarily Healin 
Wound. ARNE WEIBER. Acta chir. scand., 1961, 121: 1. 


FROM THE ALLMANNA SJUKHUSET, Malmo, Sweden, the 
author reports his experience with vascularization of 
the healing wound as studied by an isotope technique 
in two experimental series. In one series the rate of 
vascularization of the healing wound was studied; in 
the other the healing wound was disrupted on the 
fifth day and resutured and, subsequently, vasculariza- 
tion was studied in a manner similar to that in the 
first series. Comparison of the findings made in the two 
series showed that on the first day after the wound was 
resutured, vascularization was nearly the same as that 
of a primarily healing wound on the fifth day of healing. 

The mechanism which allows a disrupted resutured 
wound to heal as rapidly as normal is not thoroughly 
understood. Previous investigations have shown that 
the first stage in the healing process of a wound is vas- 
cularization, which reaches a maximum on the fifth 
day. Therefore, the author concluded that the most 
important local factor which is responsible for the 
tendency of a resutured wound to heal more quickly 
than normal is that the disrupted wound has had time 
to build up a capillary bed so that the secondary 
wound tissue is much more richly vascularized from 
the beginning than is the primary wound. 

— Stephen W. Carveth. 


Evaluation of Therapy in Burns by Morbidity 
Studies, Invinc FELLER. Am. 7. Surg., 1961, 101: 413. 


A sTupy Group of 367 patients with acute major burns 
has been analyzed according to the following factors: 
age, extent and depth of the burn, length and fre- 
quency of hospital admission, and the number of 
operations required for reconstruction. Patients with 
burns of 1 to 9 per:cent required 54 days of hos- 
pitalization, whereas patients who survived with the 
largest burned areas, 60 to 69 per cent, required an 
average of 165 days. The extent of full thickness skin 
loss is the significant criterion in burn morbidity. 
Although age is a significant factor in mortality 
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studies, it has little effect on morbidity. Patients with 
late admission spent a greater total number of days 
in the hospital, roughly equivalent to the length of 
outside treatment. 

In consideration of total length of hospitalization, 
there has been little significant change in the ef- 
fectiveness of therapy in the past 13 years. The average 
number of operations required to correct full thickness 
skin loss varied from 4 to 14, depending upon the 
extent of third degree burn sustained. 

In a preliminary clinical trial of vigorous therapy 
to reduce hospital morbidity, the author has found 
that the number of hospital days could be reduced to 
approximately one-half that utilized for patients in 
this study. —Stuart L. Scheiner. 


Treatment of Severe Electric Injuries. Lyte V. 
Kracu and Joun B. Ericu. Am. 7. Surg., 1961, 101: 
419. 


From January 1945 through January 1959, 34 pa- 
tients with acute electric burns or deformities from old 
electric injuries were treated at the Mayo Clinic. 
Most of the patients had had treatment elsewhere 
prior to coming to the Clinic. This series does not in- 
clude minor electric burns or thermal burns from hot 
electric elements. 

A study of these 34 cases has led the authors to con- 
clude that early excision of the burned region has lit- 
tle if any application in the high-tension type of burn 
because vascular damage and tissue necrosis exist be- 
yond the apparent limits of the burn. In these cases, it 
seems preferable to wait until a definite line of de- 
marcation between viable and nonviable tissue is 
evident. Even burns about the lips from electric cords 
are better left alone until healed, after which plastic 
repair of residual deformities can be undertaken; often 
these minor burns about the mouth will heal so satis- 
factorily that little, if any, subsequent plastic work is 
required. 


INFECTIONS AND ANTIBIOTICS 


The Incidence of Reactions Following the Admin- 
istration of Tetanus Antitoxin. A. SkupDER, 
James R. McCarro.i, Rocer Ecker, and ELTon 
Cauow. J. Trauma, 1961, 1: 41. 


In THIS sTUDY the hospital records of 2,366 consecu- 
tive patients treated for open wounds in 1959 in the 
emergency unit of The New York Hospital, New York 
City, were reviewed. Patients with lacerations, punc- 
ture wounds, bites, abrasions, and burns who were not 
immediately admitted to the in-patient service were 
included in this study. Patients with major soft tissue 
injuries and open fractures who were admitted directly 
to the hospital were not included. 

Three-fourths of the patients received some form 
of prophylaxis against tetanus; in an additional 43 
patients, the immunity status was considered satis- 
factory from the history. In only 13 per cent of the 
group was the use of tetanus antitoxin considered 
necessary and follow-up of the patients receiving anti- 
toxin was possible in 46 per cent of cases. No im- 
mediate.local or general reactions appeared in either 
the group receiving equine antitoxin or in those 
patients who received the bovine preparation. This 


result indicated the effectiveness of the skin test ag q 
screening procedure. A generalized reaction which 
was interpreted as serum sickness developed subse. 
quently in only 8 patients, 5.5 per cent. 

Of the 1,440 patients receiving tetanus toxoid, 43 
per cent were studied. In this group, there were no 
immediate or delayed general reactions, confirmin 
numerous statements that reactions to this product are 
extremely rare. 

In this study, 55 per cent of all patients tested with 
horse serum were sensitive to the agent. Since only 
19 per cent of these injured persons could be deter- 
mined with any reasonable certainty to have re- 
ceived previous active immunization against tetanus, 
the high incidence of sensitivity posed a serious prob- 
lem in tetanus prophylaxis. If, after a negative skin 
test, antitoxin is administered, it can be expected that 
at least 5 per cent of the patients receiving this 
of active immunization will subsequently have serum 
sickness reactions. Most of these will be mild, and a 
patient will only rarely require hospitalization. In the 
patient who is shown by skin testing to be sensitive to 
horse serum, desensitization by the use of divided 
doses of antitoxin may be practiced. However, some 
investigators now believe that such maneuvers are of 
little value, since the divided doses of antitoxin are 
rapidly neutralized by circulating antibodies in the 
sensitive individual and little, if any, protection is 
conferred. 

The use of bovine preparations may be considered 
in these instances but, in the authors’ experience, 
two-thirds of the individuals who are sensitive to 
horse serum are also sensitive to bovine serum. In 
essence this leaves the physician with no alternative 
but to rely on good wound care and prophylactic 
antibiotics, which fortunately have been shown to 
have a definite protective effect against the tetanus 
organism. — Orville F. Grimes. 


The Use of Kanamycin Sulfate as a Therapeutic 
Agent for Infants and Children. Martua 
Yow and Nic E. Tence. 7. Pediat., S. Louis, 1961, 58: 
538. 


KANAMYCIN was isolated from Streptomyces kana- 
mycetin in 1957. Its advantages have been listed as 
(1) a bactericidal mode of action, (2) a wide spectrum 
of antibacterial activity, including staphylococcus, 
vibrio, salmonella, shigella, mycobacterium, the coli- 
form group, and some strains of proteus and pseudo- 
monas, (3) the low frequency of kanamycin resistant 
strains cf staphylococcus, and (4) rapid absorption 
after intramuscular injection, with peak concentra- 
tions obtained within 1 hour. There is evidence of a 
definite relationship between bactericidal activity and 
efficacy of therapy, particularly in patients with poor 
defense mechanisms or infection with large numbers 
of organisms. Thus, kanamycin would seem especially 
suited for severe infections in young infants. Develop- 
ment of resistance during treatment has not been a 
problem and was not observed in this study. Although 
kanamycin can be given intravenously, the intramus- 
cular route is usually employed for systemic therapy. 
The drug is used orally to alter the gastrointestinal 
flora. Only small amounts are absorbed from the in- 
testinal tract, but in patients with renal impairment or 
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cirrhosis of the liver this can result in cumulative blood 
levels. It can be used in solution for local instillation. 

Kanamycin was first tried at Jefferson Davis Hos- 

ital, Houston, Texas in December 1957 during an 
outbreak of Staphylococcus aureus type 42B/81 infec- 
tion. The results were gratifying and its use was ex- 
tended to older children. A total of 140 children have 
now been treated with the drug and form the basis of 
this report. They ranged in age from 12 hours to 14 
years. Ninety-eight, including 30 prematures, were 
iess than 2 months old and 32 were 2 months to 2 
years old. Sixty-seven had failed to respond to other 
antibiotics and 120 were seriously ill when kanamycin 
therapy was begun. 

Although a wide range of dosage was used there was 
no evidence that doses greater than 50 mgm./kgm./ 
day had any added advantage. The regimen now used 
is 50 mgm./kgm./day until clinical improvement is 
noted, reduced to 25 mgm./kgm./day until the child 
is asymptomatic. Gastroenteritis is treated for 14 days, 
septicemia for 21 days, and pneumonia for 21 to 42 
days. The longest course was 95 days for chronic 
osteomyelitis. In premature infants and others with 
altered renal function the initial dose is 25 mgm./ 
kgm./day. Because kanamycin is ineffective against 
pneumococcus and streptococcus, penicillin may also 
be used until the responsible organism is identified. 

In the entire group of 140 children there were 33 
deaths. The 60 per cent mortality in the premature 
infants was 3 times that in older children. Death was 
unrelated to infection in 10 and due to late institution 
of therapy or inadequate drainage in 15. Kanamycin 
is a valuable drug for the management of infections in 
pediatric patients. — James J. Mongé. 


HYPOTHERMIA 


Neurologic and Electroencephalographic Findings 
in Patients with Congenital Cardiac Defects 
Operated upon Under Hypothermia (Neurologische 
Untersuchungsergebnisse und EEG-Befunde bei in 
Hypothermie operierten Patienten mit angeborenen 
Herzfehlern). HANNELORE THIES and Kurt WIEMERs. 
Thoraxchirurgie, 1961, 8: 531. 


Tuts REPORT comes from the Medicai University 
Clinic of Freiburg im Breisgau, Germany. The au- 
thors investigated the neurologic sequelae after opera- 
tions performed under hypothermia. Their findings 
can be summed up as follows: 

In 6 of 59 patients with congenital cardiac malfor- 
mations brain damage was detected preoperatively. 

During open heart surgery under hypothermia 38 
patients were monitored with the electroencephalo- 
gram. Five to 10 seconds after occlusion of the circu- 
lation, slowing of cerebral activity begins and con- 
tinues until isoelectricity. On an average this occurs 
26.6 seconds after occlusion of the venous return. 

With cooling of from 27 to 30 degrees C., the re- 
covery period varies little after up to 7 minutes of 
ischemia. 

Ischemia of more than 7 minutes results in retarded 
recovery and the EEG reveals definite signs of de- 
struction of ganglions. 

Forty-five patients examined postoperatively 
showed no neurologic abnormalities. Three patients 
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were found to have signs of psychosis. In 24 cases 
there were no changes on the electroencephalogram. 
In 10 cases a slowing of the rhythm was present after 
operation, but rhythm became normal within 2 to 
6 weeks. 

The authors believe that circulatory arrest for more 
than 8 minutes is hazardous and should be aban- 
doned. —Hans F. Schweizer. 


Cerebral Metabolic Studies on the Human During 
Total Cerebral Arterial Occlusion and Hypo- 
thermia. Joun E. Apams. 7. Neurosurg., 1961, 18: 168. 


AN ATTEMPT to define the safe period of temporary 
arterial occlusion under hypothermia in the human is 
described. Nine patients underwent occlusion of the 
large vessels of the neck with sampling of arterial and 
jugular bulb blood for deterr ination of oxygen and 
carbon dioxide tension as weil as glucose and lactic 
acid before and after the temporary occlusions. The 
assumption is made that the first sample of jugular 
bulb blood represents a composite of metabolic events 
occurring during the occlusion. The data obtained 
suggest that there is a progressive rise in the respiratory 
quotient of the brain with increasing periods of occlu- 
sion. Associated with this rise, there is a relative lack of 
utilization of glucose, and a concomitant entrance into 
and subsequent release by the brain of lactate. This 
alteration in metabolic pathways is proposed as the 
reason for the toleration of occlusion beyond the the- 
oretically safe periods based upon a decrease of 6 per 
cent oxygen utilization per degree drop in body tem- 
perature. — Joseph Ransohoff. 


EXTRACORPOREAL CIRCULATION 


Bacterial Contamination of Oxygen Used in Cardio- 
ulmonary Bypass. J. MortTENsEN, Scott M. 
MITH, and GILBERT Hitt. 7. Thorac. Cardiovasc. Surg., 

1961, 41: 675. 


IN MOST EXTRACORPOREAL cardiopulmonary bypass 
machines there is direct and intimate contact between 
oxygen and blood for 30 or more minutes during each 
operation. If there are viable bacteria in the oxygen, 
there would be ample opportunity for contamination 
of the blood, hence infection of the patient attached 
to the machine. Serious clinical infections from this 
source are rare but, nevertheless, infections do occur 
in cases of bypass, and prophylactic antibiotic cover- 
age is commonly given routinely. 

It was found that oxygen utilized in clinical cardio- 
pulmonary bypass procedures contained viable bac- 
terial contaminants in 21 of 39 cultures made from 
(1) blood circulating through the bypass machine, 
(2) oxygen bubbled into tubes of sterile culture broth, 
and (3) millipore filter pads through which oxygen 
had been passed. All organisms were common air- 
borne contaminants, none of which are pathogenic 
under ordinary circumstances. Nevertheless, the exist- 
ence of viable, common bacteria in oxygen which has 
direct and intimate contact with large quantities of 
blood circulating to the patient carries considerable 
significance. If bacteria exist in the blood in the by- 
pass machine, then it would also be possible for other 
contaminants, some more virulent or pathogenic, to 
likewise enter the patient from this source. 
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A special leak-proof filter holder was constructed 
into which a 47 mm. diameter millipore filter pad 
could be inserted aseptically. Insertion of the filter 
into the oxygen line just before the oxygen is delivered 
to the bypass machine reliably and effectively re- 
moved bacterial contaminants that would otherwise 
come into contact with blood in the oxygenator. 

— James H. Holman. 


ANESTHESIA 


The Expired Carbon Dioxide as a Continuous Guide 
of the Pulmonary and Circulatory Systems During 
Anesthesia and Surgery. M. Dicsy Lricn, Jonn C. 
Jones, and HurLEyY ia Mottey. 7. Thorac. Cardiovasc. 
‘Surg., 1961, 41: 597. 


A CONTINUOUS RECORD of the concentration of carbon 
dioxide in the expired air is valuable for determining 
adverse responses in the cardiovascular and respira- 
tory systems during anesthesia. During a 3 year 
period, many hundreds of records were made of the 
exhaled carbon dioxide in patients during surgical 
anesthesia. A Liston-Becker infrared absorption 
carbon dioxide analyzer, equipped with a special cell 
for fractional sampling, was used. 

The concentration of alveolar or expired carbon 
dioxide is dependent upon its rate of production in 
the tissues, the rate of its excretion, pulmonary blood 
flow, diffusion capacity, blood pu, body temperature, 
and many other factors. In this study, precise figures 
of concentrations of expired carbon dioxide are not 
presented. However, a number of recordings of 
carbon dioxide excretion rates made under special 
circumstances are shown. 

A decrease in expired carbon dioxide was found 
during profuse hemorrhage and at the time of 
cardiac inflow occlusion, both obviously occasions 
of decreased pulmonary blood flow. Interesting 
tracings made during cardiac massage are shown, 
illustrating the danger of gross dislocation of the 
heart during this maneuver. Likewise, increased 
dead space caused by placing a mask over the endo- 
tracheal tube brought about an increase in excreted 


carbon dioxide. Various mechanical factors, such ag 
distention of the abdomen and partial compression 
of the lung at thoracotomy, are shown to cause a rise 
in expired carbon dioxide. 

These records are sufficient to illustrate the value 
of a continuous monitor of carbon dioxide content 
in expired air as an extremely sensitive evaluation 
of the cardiorespiratory function during surgical 
procedures. —Frank 7. Milloy, 


INSTRUMENTS AND APPARATUS 


Intestinal Decompression: Use of a Long Tube with 
a Coiled Spring for Relief of Distention Without 
Enterotomy or Enterostomy. ARNoLD S. Leonarp, 
DeEMETRE Nico.orr, Warp O. GriFFEN, JR., HARLAN 
D. Roor, and Others. Surgery, 1961, 49: 440. 


A LONG INTESTINAL TUBE has been devised for rapid 
intubation of the distended small intestine. Although 
this effort began as an attempt to achieve decompres- 
sion by nonoperative means, the most important use 
of the method has proved to be in effecting ready de- 
compression of the distended and obstructed small 
bowel at operation without recourse to enterotomy or 
enterostomy. Forces of friction have been overcome by 
a thin music wire stylet and placement of a coiled 
spring within the tube. The coiled spring has made it 
possible to secure ready passage of the tube into the 
distended intestinal coils as well as to insure easy with- 
drawal of the stylet when the descent of the tube is 
complete. 

It may yet be possible to increase the usefulness of 
the method as a nonoperative technique of achieving 
decompression by the use of agents which enhance 
intestinal contractility and thereby encourage descent 
of the tube. 

Both the operative and nonoperative techniques of 
using the method are described. Case reports which 
illustrate the use of the method with and without re- 
course to operation are included. It is believed that 
this method may come to serve surgeons usefully in 
their attack upon bowel obstruction. 

— John 7. Maloney. 


| RA 
Som 
Br 
SIx | 
circl 
pres 
circl 
orde 
the. 

| was 
ano 
teri 
con: 
A 
rep! 
V 
on. 

the 
por 

the 
don 
Dif 
1: 
| I 

Tu 
cas 
| at | 
Fif 
wh 
det 
Me 
| cer 
col 
mz 

du 
col 
cal 
the 
tw 
ral 
ca 

is 
| oc 
wi 
gr 

in 
fre 
tel 
O. 
| tic 
pl 


RADIOLOGY 


DIAGNOSTIC ROENTGENOLOGY 


Some Anomalies of the Circle of Willis. M. E. Berx. 
Brit. J. Radiol., 1961, 34: 221. 


SIx CASE REPORTS of anomalous configurations of the 
circle of Willis demonstrated by arteriography are 
presented by the author. The embryology of the 
circle of Willis as described by Padget is reviewed in 
order to correlate the embryologic development with 
the anomalies presented in the case reports. 

In 1 case the absence of the left vertebral artery 
was confirmed post mortem. In the other 5 cases 
anomalies of the anterior and middle cerebral ar- 
teries are present, but do not as yet have postmortem 
confirmation. 

Although 11 roentgenograms of fair quality are 
reproduced in this article, the text suggests that there 
should be 12 reproductions. 

With the increasing use of cerebral arteriography 


on a world-wide basis, more and more anomalies of 


the cerebral blood supply will be reported. It is im- 
portant to correlate the in vivo picture with that after 
the postmortem injection of these vessels as has been 
done by Riggs at the Philadelphia General Hospital. 
—Henry P. Pendergrass. 


Differential Diagnosis of Intradural or Extramedul- 
lary and Extradural Spinal Canal Tumors, JERomE 
H. Suapiro, Micuaet Ocu, and G. Jacos- 
son. Radiology, 1961, 76: 718. 


THIS ARTICLE is a review of 87 histologically verified 
cases of intraspinal extramedullary tumors observed 
at the Montefiore Hospital in New York, New York. 
Fifty-one of the 87 patients had extradural tumors 
which were mainly metastatic lesions. This high inci- 
dence of extradural tumors is due to the fact that 
Montefiore Hospital has in the past been a large 
center for neoplastic disease. The intradural tumors 
consisted of 21 meningiomas—18 in females and 3 in 
males—and 11 neurofibromas—no sex predilection. 

The most useful myelographic finding in the extra- 
dural tumors was the displacement of the opaque 
column from the inner aspect of the bony spinal 
canal. The second most frequent and useful sign was 
the transverse serrated block. 

There was comparatively little to differentiate be- 
tween a meningioma and a neurofibroma on myelog- 
raphy; both tended to produce the usual “cup” or 
capping defect as the most characteristic finding. It 
is important to recognize the fact, however, that 
occasionally a coarse serrated block may also occur 
with intradural masses. 

Nine c.c. of pantopaque were used in the myelo- 
graphic study of lumbar lesions and from 9 to 12 c.c. 
in thoracic and cervical lesions. The necessity of both 
frontal and translateral views is emphasized, and at- 
tention called to the frequent use of the oblique view. 
Occasionally, the patient is placed in a supine posi- 
tion. The importance of the translateral view is em- 
phasized in helping to determine whether the tumor 
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might be in the anterior or posterior aspect of the 
spinal canal. The ridging syndrome from osteophyte 
formation should not be confused with tumors. 

— Jack I. Woolf. 


Left Retrograde Cardioangiography: Its Diagnostic 
Value in Acquired and Congeninal Heart Disease. 
Kurt Ampiatz, RicHArRD G. Lester, RICHARD Ernst, 
and C. Watton LitLexeEt. Radiology, 1961, 76: 393. 


THe AuTHors used left retrograde cardioangiography 
in more than 280 patients and found the method to be 
more reliable and conclusive than conventional cathe- 
terization of the right side of the heart. In this paper, 
they describe in detail the technique used and give 
valuable data of correlation with the surgical findings 
in those cases in which operation was performed. 

The catheter may be introduced by arteriotomy or 
percutaneously. In this latter procedure the femoral 
artery or occasionally the right brachial artery is 
punctured, under local anesthesia, with a No. 16 
gauge arterial needle. A 260 polyethylene catheter 
containing a flexible guide wire is threaded by follow- 
ing the Seldinger method. The catheter has a curved 
tip and 4 to 6 side holes, and the guide wire is radi- 
opaque. The entire system is continuously flushed 
with heparinized saline solution through a teflon 
adapter tubing. The catheter is advanced into the 
ascending aorta, where the flexible wire stylet is ex- 
tended at least 4 cm. beyond the catheter tip, and is 
then manipulated through the aortic valve under 
roentgenoscopic control. After the stylet passes 
through the aortic valve, it is advanced rapidly into 
the region of the apex, the catheter is propelled over 
the stylet which is immediately withdrawn, and 40 to 
60 c.c. of concentrated contrast material is injected 
with a power injector under low pressure within 2 to 3 
seconds. During the first 2 seconds exposures are made 
in both planes at a rate of 5 per second; after this, 3 
exposures per second are made for 5 seconds. Pres- 
sures are recorded across the aortic valve and the 
catheter is repositioned in the ascending aorta with 
the tip 2 to 3 cm. above the plane of the aortic valve. 
To evaluate the competence of the aortic valve, 30 to 
35 c.c. of concentrated contrast material is injected 
under high pressure, and additional exposures are 
made in both planes at the rate of 5 exposures per 
second for 2 seconds. 

Two deaths have occurred in association with the 
procedure. In addition, in several arteriosclerotic pa- 
tients an arteriectomy was necessary to restore good 
pulsatile flow in the femoral artery. In 1 patient a 
local thrombus had to be removed surgically after 
percutaneous catheterization of the femoral artery; in 
another the wire stylet broke off in the adventitia of 
the femoral artery and was successfully removed. 

In discussing the over-all results, the authors con- 
clude that, despite these risks, left retrograde cardio- 
angiography is definitely warranted in patients in 
whom corrective surgical treatment is contemplated. 

—T. Leucutia. 
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An Evaluation of Cardiovascular Contrast Media. 
J. Sraurrer LeuMan and JoserH N. Dessas. Radiol- 
ogy, 1961, 76: 548. 


AN IDEAL CARDIOVASCULAR radiopaque agent should 
possess good radiodensity, low viscosity and hence 
easy injectability, and no or a low degree of toxicity. 
The authors studied a large number of different media 
from the standpoint of viscosity, flow rates through 
catheters, certain animal tolerance determinations, 
phantom radiodensity, and comparative angiocardio- 
graphic opacification in dogs. In controlled angiocar- 
diography in dogs there appeared to be only slightly 
discernible differences in the density of cardiac opaci- 
fications produced by eight different radiopaque 
media of varying iodine content. 

Animal tolerance studies indicate that the diatrizo- 
ate compounds are less toxic than the iodopyracet, 
diodrast 70 per cent, or acetrizoate, urokon 70 per 
cent, compounds. 

Clinical experiences, especially the incidence and 
extent of untoward reactions observed in intrathoracic 
cardiovascular opacification studies with hypaque 75 
per cent, ditriokon, and renovist, are presented. The 
authors are favorably impressed with the over-all 
infrequency of undesirable reactions with these media. 
The widest experience in this series has been with the 
recently available preparation, renovist. The authors 
believe that this diatrizoate medium, with its moder- 
ate iodine content, effective radiodensity, compara- 
tively low viscosity, and good flow rate through cath- 
eters appears to be one of the most satisfactory cardio- 
vascular contrast preparations they have employed. 

— James H. Holman. 


Clinical Evaluation of Intravenous Abdominal 
Aortography and Peripheral Arteriography. IsRaEL 
STEINBERG. Circulation, 1961, 23: 534. 


By THE uUsE of rapid simultaneous and bilateral in- 
jection of concentrated media one can achieve ab- 
dominal aortography, peripheral arteriography, and 
cerebral angiography. Preliminary determination of 
circulation time using decholin is important. The ab- 
dominal aorta will be visualized about one-half second 
after the circulation time and visualization is pro- 
longed for 2 or 3 seconds. The peripheral vessels can 
be visualized a short period later. The method was 
used in 350 patients. Of these, 283 underwent intra- 
venous abdominal aortography and peripheral arte- 
riography. Failure to visualize the aorta occurred 
only twice. Many conditions were noted and are 
listed and described in detail. The hazards of anes- 
thesia and direct aortic puncture are avoided. Re- 
peated examinations can be performed and used to 
check on the surgical correction. 

Retrograde aortography should be reserved for cor- 
onary arteriography, differentiation between patent 
ductus and an aortic-pulmonary window, differentia- 
tion between ruptured aortic sinus and a coronary 
arteriovenous fistula, and for demonstration of mitral 
insufficiency and aortic valvular disease. 

Two severe reactions and 1 death have occurred in 
the first 350 patients. The patient who died was 74 
years old and died 41 hours after injection. Autopsy 
failed to reveal the immediate cause of death. The 
amount of radiation exposure was low. 


A single bilateral intravenous injection succeeded 
in satisfactorily visualizing the abdominal aorta and 
peripheral vascular system in 65 per cent of the pa- 
tients. In the remainder another double injection was 
necessary. Routine pretesting or premedication need 
not be used. Complete opacification of the circulatory 
system, that is, total body intravenous angiography, 
is now feasible in man. The renal arteries are well 
visualized. This method is safe in occlusive arterial 
disease. Only conventional roentgenographic equip- 
ment is required, thus permitting the procedure to be 
accomplished in any regular roentgenologic depart- 
ment. —Gabriel P. Seley. 


Roentgen Diagnosis of Fibromuscular Hyperplasia of 
the Renal Arteries. A. J, PaLusinsKas and Epwin J. 
Wy te. Radiology, 1961, 76: 634. 


ALL OF THE author’s 11 patients were young adult 
women. All were hypertensive, the hypertension due 
at least in large part to a narrowing of one or both 
renal arteries caused by zonular accumulations of 
fibromuscular tissue in the media and intima. 

In contrast to atheromatous occlusion, which usual- 
ly affects the proximal portion of the vessels, this lesion 
usually appears in the middle or lateral third of the 
renal arteries and may extend into their first branch- 
ings. Renal arteriograms show either a corrugated 
or pleated silhouette in the narrowed segment or 
simple concentric stenosis. In the stenotic zone small 
aneurysms may appear. Poststenotic dilatation is not 
uncommon. 

The affected kidney usually is smaller than the 
other, and it shows delay in excretory urography. 
There may be impaired parenchymal opacification of 
the affected kidney immediately after intravenous in- 
jections of contrast material. 

—Leonard D. Rosenman. 


Benign Gastric Tumors (Ueber gutartige Magentumo- 
ren). J. Bicker and H. G. Sréssex. Fortsch. Rént- 
genstrahl, 1961, 94: 159. 


TEN TO 12 PER CENT of all gastric tumors may be ex- 
pected to be benign. Among the benign tumors those 
of neurogenic origin are particularly important since 
in the authors’ experience they occur more frequently 
than is usually assumed, 8 to 12 per cent. The authors 
suggest that not all of the statistics given are reliable 
because a large number of neuromas are erroneously 
classified as myomas. They can be differentiated with 
a thionine stain. 

Characteristic symptoms for various types of benign 
tumors do not exist. Compression symptoms as well as 
torsion symptoms are common in cases of exogastric 
tumors. Gastric symptoms resulting from mucosal 
ulceration or acute fatal hemorrhage occur when the 
tumors arise from the internal surface. Leiomyomas 
are notorious for regressive changes such as calcifica- 
tion and ulceration. These symptoms have been re- 
ported in neuromas and ulcerated lipomas as well as 
other tumors. Although bleeding is usually caused by 
a secondary ulceration it can occur in the absence of 
it by virtue of an increased vascularization. 

Important in the diagnosis of a benign lesion is the 
correct evaluation of the impression made by the gas- 
tric folds. The relief seen in a filling defect is not 
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broken sharply but rather flattened or tapered. Regu- 
lar peristalsis noted in the tumor area is a sign of a 
benign lesion, because the wall is not invaded. Certain 
sections of the stomach are preferred by various tu- 
mors, for example, submucosal lipomas are found in 
the antrum in 80 per cent of the cases, and aberrant 
pancreatic tissue is found mostly on the greater curva- 
ture in the prepyloric antrum. The value of roentgen- 
ographic examination should not be exaggerated and 
lead to neglect of other methods of examination. The 
final and certain diagnostic opinion is reserved for the 
pathologist. Operative treatment is indicated in most 
cases because of the frequency of serious complications 
and the possibility of subsequent malignancy. 
—Andrew P. Adams. 


Right Renal Enlargements Causing Alterations in 
the Descending Duodenum. Irwin BiutH and 
Perer ViTALE. Radiology, 1961, 76: 777. 


ENLARGEMENTS of the right kidney can produce 
changes in the roentgenographic appearance of the 
descending duodenum. Six case reports are presented 
to illustrate this fact. The diagnoses of these patients 
were recurrent carcinoma of the kidney, multiple 
cysts of the right kidney, and primary carcinoma of the 
right kidney in 2 patients. In 1 patient, an enlarged 
kidney was the cause of duodenal displacement. No 
histologic diagnosis was made. The value of pyelo- 
grams in such patients and the usefulness of lateral 
projections of the upper gastrointestinal tract so that 
one can measure the retrogastric and retroduodenal 
spaces are emphasized by the authors. 
—Lloyd D. MacLean. 


Some Lesions of the Colon in Infancy and Childhood. 
D. S. Raya. Canad. M. Ass. F., 1961, 84: 880. 


SEVEN BABIES with Hirschsprung’s disease were diag- 
nosed and treated at the Victoria and War Memorial 
Children’s Hospitals in London, Ontario, Canada, 
from 1957 to 1961. It is the author’s opinion that these 
patients should be given emergency treatment. Delay 
in treatment increases the risk of water intoxication, 
ulcerative colitis, and perforation of the colon. The 
treatment of choice is transverse colostomy. After a 
suitable time, resection of the aganglionic segment and 
the Swenson pull-through procedure with preservation 
of the anal sphincter are accomplished. Two of 7 
babies so treated died postoperatively; the remaining 
5 were well at the time of the report. 

Another important lesion of the colon in infancy is 
intussusception. Seventy to 90 per cent of all intus- 
susceptions in children occur between the ages of 3 
months and 3 years. When this condition occurs after 
the age of 3 years some anatomic abnormality is usual- 
ly the lead point such as a Meckel’s diverticulum, a 
polyp, lymphoma, or duplication of the bowel. The 
usual clinical features of intussusception are attacks of 
severe, crampy abdominal pain, vomiting, palpable 
abdominal mass and passage of blood in the stool; the 
commonest anatomic location is in the ileocolic region. 

The author reported that the initiz! treatment of 
choice is reduction of the intussuscep . . by hydro- 


static pressure of barium enema. However, this proce- 
dure is contraindicated in the presence of peritonitis, 
hemorrhage, and evidence of obsiruction of the small 
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bowel. Complete reduction by hydrostatic pressure 
was achieved in 2 of the 10 children seen from 1957 to 
1961. In the remaining cases, surgical reduction was 
performed. All patients recovered without complica- 
tions. —Stephen W. Carveth. 


A Comparative Trial of Telepaque and Biloptin. 
D. J. Manton. Brit. 7. Radiol., 1961, 34: 298. 


A CoMPARISON of telepaque with biloptin was made 
in 100 consecutive patients by alternation. A single- 
dose technique was utilized, supplemented by the use 
of a fatty meal after the gallbladder was demonstrated. 
Opacification of the gallbladder under these condi- 
tions was almost identical for the two groups tested. 
The main difference in the media lay in the more 
frequent showing of the common bile duct on the post- 
fatty meal roentgenogram with telepaque. Diarrhea, 
however, occurred fairly frequently after the use of 
this medium, but did not occur after biloptin. Nine 
patients had examinations with both contrast media 
and the results obtained were comparable in every 
way. In only 1 case was there visualization with the 
second medium after failure to opacify with the first. 
This patient was examined by means of telepaque 
first; 2 days later biloptin was used and a faintly 
outlined gallbladder containing a large nonopaque 
stone was seen. —Stuart L. Scheiner. 


Biloptin and Solubiloptin. C. G. Wurresive. Brit. 7. 
Radiol., 1961, 34: 295. 


Bwoptin and solubiloptin are the sodium and cal- 
cium salts, respectively, of an iodinated phenyl de- 
rivative of proprionic acid recently introduced for 
oral cholecystography and cholangiography. The con- 
trast medium has been administered in this study in 
divided doses, at night and 2 to 3 hours prior to the 
examination. In addition to saving time, fractionation 
achieves the same effect as the usual double-dose 
technique, avoiding repeat examinations. About one- 
fourth of the patients experience mild reactions to 
these medications consisting of either nausea, vomit- 
ing, or diarrhea. The substitution of the calcium salt 
as a suspension for the morning dose has reduced the 
incidence of such reactions, particularly nausea. A 
single case of urticaria was observed with the use of 
this suspension, however, and a small test dose is con- 
sidered advisable at the time of the preliminary roent- 
genogram. 

Visualization of liver excretion is noted in almost 
half the patients examined by this technique, and 
ensures that the medium has been adequately ab- 
sorbed and excreted. Delineation of the gallbladder 
does not depend primarily on the concentrating 
power, therefore the author believes that the incidence 
of nonopacifying gallbladders will be lower with this 
medium. When the liver excretion is obvious, such 
nonopacification must be due to cystic duct obstruc- 
tion and is therefore evidence of the pathologic process 
present without recourse to further investigation. 

— Stuart L. Scheiner. 


Gynecography (Ginecografia). RamMon A. MAyosre. 
Rev. obst. gin., Caracas, 1960, 20: 413. 


THE AUTHOR PRESENTS a method of gynecologic 
roentgenographic exploration which is simple and 


Ur LIBKAKIES 


led 
ind 
pa- 
Vas 
sed 
ory 
| 
ell 
‘ial 
ip- 
be 
rt 
of 
ue 
th 
of 
al- 
on 
he 
h- 
ed 
or 
ot 
he 
y. 
of 
nt- 
X- 
se 
ce 
ly 
rs 
le 
ly 
th 
aS 
ic 
al 
1€ 
aS 
aS 
of 


300 International Abstracts of Surgery - September 1961 


safe and yields constantly satisfactory results. Im- 
provements in technique have rendered the method 
safe and painless. 

The indications for pneumogynecography include 
exploration in virgins, vaginal atresia, obstruction of 
the cervix, and cases in which ovarian disease only 
is of interest. Pneumohysterosalpingography is useful 
when a simultaneous view of the external and internal 
genitals and pelvic cavity is needed, for identification 
of the nature of a pelvic tumor, differential diagnosis 
of hydrosalpinx, tubal pregnancy, and tumor of the 
ovary or uterus. It is likewise helpful in identifying 
tumor of the broad ligament and in exploration in 
nonvirginal women. It has been found most useful 
in diagnosis of the Stein-Leventhal syndrome, agenesis 
or atresia of the genitals, amenorrheas and functional 
or organic genital hemorrhage, in the diagnosis of 
pelvic tumors of small or medium size and intact tubal 
pregnancy, and for topographic diagnosis of uterine 
myomas in obese or nervous patients in whom bi- 
manual examination will not permit exact informa- 
tion. 

Contraindications include acute gynecologic in- 
fection, normal pregnancy, shock, severe metror- 
rhagia, severe cardiovascular or pulmonary affections, 
acute conditions of the abdomen, and gigantic tumors. 
The author experienced no complications or acci- 
dents. Possible accidents caused by imperfect tech- 
nique include gas embolism, subperitoneal injection 
of carbonic gas, puncture of the viscera, and peri- 
tonitis. 

The technique of gynecography is described in 
detail. 

From 1954 to 1957, 120 pneumopelvigraphic and 
gynecographic studies were performed and _ these 
studies formed the basis for the work discussed at the 
Sixth Venezuelan Congress in Caracas. At a uni- 
versity hospital the method was used only for the 
study of ovarian disease and in virginal patients, 
26 cases in all. On the Gynecologic Service of the 
Carlos J. Bello Hospital of the Red Cross in Caracas, 
Venezuela about 140 patients have been studied by 
this method since 1957. Many of the diagnoses have 
since been verified at operation. 

—Edith Schanche Moore. 


ROENTGEN AND COBALT TELETHERAPY 


Cancer. JEROME M. VaETH and FRANz 
BuscukE. California M., 1961, 94: 163. 


A REPORT IS PRESENTED on 22 patients treated at the 
University of California Hospital, San Francisco, 
California from 1947 to 1955. They were treated by 
intracavitary Co after intranasal septectomy and 
electrodesiccation. Seven patients remain controlled 
for more than 5 years. 

No patient treated with intracavitary Co therapy 
alone has remained alive. 

Of the 7 surviving patients, 4 received external ir- 
radiation in conjunction with intracavitary therapy 
in doses which in themselves may well have controlled 
the disease, and the contribution of the intracavitary 
therapy cannot be assessed. 

Of 10 patients treated for disease, recurrent or un- 
controlled after external irradiation, intracavitary 


therapy was effective for control of the disease for 5 
years in 2 patients. One of these patients has no 
demonstrable disease 10 years after the last treatment. 
The other is alive but with recurrent local disease 9 
years and 8 months after the last t-catment. 

Analysis of the material agreed with the long es- 
tablished experience that intracavitary irradiation 
for nasopharyngeal tumors is occasionally helpful in 
the treatment of limited mucosal recurrence or as an 
adjunct complementing medium-volt external irradi- 
ation. For the definitive treatment of untreated 
nasopharyngeal neoplasms, reliance on control is 
placed on thorough external irradiation of the naso- 
pharynx and regional lymphatics. 

— John 7. Ballenger. 


Radiation Nephritis in Adults and Children; Effects 
of Radiation on Growing Bones. MicHacEt P. West- 
FALL. J. Urol., Balt., 1961, 85: 476. 


THE KIDNEYS and the vertebral column may often be 
in the path of roentgen beams applied for treatment 
of testicular tumors and renal neoplasms. 

A study of the effects of roentgen radiation was 
made on two groups of patients. The first group was 
comprised of 66 adult males treated between 1950 and 
1959 at the Veterans Administration Hospital, Bronx, 
New York, who received radiation in the upper and 
lower abdominal regions and the inguinal areas for 
testicular tumors. The second group was comprised of 
15 children irradiated for Wilms’s tumor between 
1937 and 1954 who had survived 1 year. In the testis 
group there were 23, or 34 per cent, complications 
including albuminuria, albuminuria with casts, casts 
alone, and hypertension. A tabular survey is presented 
indicating the specific diagnosis, the amount of radi- 
ation, and the complication in each instance. Of the 
15 cases of Wilms’s tumor abnormal urinary findings 
were found in 5, 33 per cent. In 2 children bone dam- 
age, in 1 hemivertebral atrophy, and in another an 
arrest of ilium growth were found. In all complica- 
tions there were variable periods of latency from a 
month to 1 year or more. 

Among measures suggested for the prevention of 
radiation complications as described are (1), prelim- 
inary location of the kidneys by urogram and meas- 
urement of the distance from midline to hilus and 
(2) appropriate shielding. —Allan K. Swersie. 


Radiosensitivity Testing Procedures in Cancer of 
the Cervix. James A. MERRILL, Davin A. Woon, and 
Cavin ZrpPen. Proc. Conf. Res. Radiother. Cancer, Am. 
Cancer Soc., N.Y., 1961, p. 113. 


CERVICAL BIOPSY SPECIMENS and vaginal smears were 
studied weekly during radiation therapy of cervical 
cancer in order to correlate the histologic response of 
tumor and host cells with successful treatment. In 
evaluating cervical smear response to radiation, cell 
enlargement of less than 60 per cent was considered 
‘* poor,” whereas enlargement greater than 60 per cent 
was considered “‘ good.” 

The usual radiation therapy consisted of two 
radium insertions separated by 1 to 2 weeks for an 
average total of 5,300 mgm. hours. This was followed 
by external pelvic roentgenotherapy, approximately 
4,000 r tumor dose, using a 1,000 kv. machine. A few 
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patients were treated with 5,000 to 6,000 rads from a 
70 m.e.v. synchrotron. 

Radiation response and cervical smears were in- 
fluenced beneficially by increasing age. Supervoltage 
therapy, 70 m.e.v., caused a good serial radiation 
response in cervical smears in 23 out of 24 patients 
with advanced and recurrent disease. This response 
was much better than the response from the 1,000 kv. 
machine. 

The prognostic values of these tests were judged on 
the basis of experience with 104 cases of cervical or 
vaginal carcinoma of which 99 were squamous cell 
carcinoma of the cervix. Most of the patients had been 
followed up for only 2 years. 

Serial cervical smears were studied in 99 patients. 
Of 82 patients who showed a good cytologic response 
during therapy, 62 are alive and well. Of 17 patients 
who showed a poor cytologic response, 8 are without 
evidence of recurrence. 

Serial biopsy specimens were taken in 84 patients. 
Sixty-eight patients showed a good response; 58 of 
these 68 patients are now alive and well. Of 16 pa- 
tients who showed a poor response, 3 are alive at the 
present time. 

Eighty-five per cent of 60 patients who showed a 
good radiation response by both techniques are alive 
and well. Of 9 patients who showed a poor response 
by both techniques, only 1 patient is alive, and this 
patient was finally treated by operation. 

Cervical smears and biopsies obtained prior to 
therapy were of little value in predicting the prognosis 
of patients who were treated with radiation. 

The authors conclude that the value of radio- 
sensitivity testing has been encouraging in cases of 


gross stage I and stage II cervical carcinoma. Despite 
the apparent value of these methods, they are not, at 
present, willing to alter therapy on the basis of their 


laboratory findings. —Milton Friedlander. 

Host Factors Affecting the Radiation Response in 
Carcinoma of the rvix. MANUEL Garcia. Proc. 
Conf. Res. Radiother. Cancer, Am. Cancer Soc., N.Y., 
1961, p. 133. 


IN THIS ARTICLE the author emphasizes that host 
factors may be far more important in determining the 
success of treatment of carcinoma of the cervix than 
previously believed. Several of these factors are dis- 
cussed. The presence of pelvic infection in general ap- 
pears to lessen the patient’s chance for survival after 
radiation therapy. Also pregnancy in the last trimester 
makes the salvage rate poor in spite of a favorable 
cancer stage distribution. 

In the author’s series, significant anemia also 
lessened the chance of survival of the patient with 
carcinoma of the cervix. The inference is that anemia 
means poor oxygen transport so that relative tumor 
anoxia may occur. 

Urologic abnormalities at the time of the start of 
= cut the author’s 5 year salvage rate exactly 
In Nall. 

After analyzing the data on 497 cases, it is also 
noted that the salvage rate improves as the dose to the 
periphery of the pelvis is increased up to a certain 
point which is accepted as representative of normal 
tissue tolerance. 
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The article concludes with a short discussion of the 
role of cytology in the treatment of cervical carcinoma. 
Survival data are presented for each group discussed. 
There are no diagrams or illustrations. 

—Eugene F. Foley, Fr. 


The Specifications of Tumor Dose. F. Extis and R. 
Ouiver. Brit. 7. Radiol., 1961, 34: 258. 


Tuis 1s an excellent article pointing out the various 
defects in current methods of expressing tissue dose. 
The dose frequently varies from 3,600 to 4,400 rads 
yet we satisfy ourselves by saying the patient received 
4,000 rads, the median dose. Although detailed data 
are not practical as a routine yet, these types of data 
are highly desirable especially for comparison of 
techniques using wedge filters. Other ways of describ- 
ing techniques are considered. The inhomogeneity 
factor could be stated as the average percentage devia- 
tion from the average dose of the energy per gram 
throughout the tumor. The integral efficiency factor 
compares the integral dose in the tumor with that of 
the surrounding normal tissue. Other factors are dis- 
cussed with the hope that other workers might be 
stimulated to standardize our terminology and record 
more meaningful dose data. — William T. Moss. 


Combined High Pressure Oxygen and Radiation 
Therapy in the Treatment of Human Cancer. 
Wituram B. SEAMAN, NorAH TapPLey, CyRIL 
SANGER, W. Jacox, and Harotp L. Atkins. 
Am. F. Roentg., 1961, 85: 816. 


THE stimu.us provided by the brilliant investigations 
of Gray and associates demonstrating that breathing 
oxygen under increased tension increased the radio- 
sensitivity of transplanted tumors in mice without 
significantly increasing the sensitivity of normal tissues 
has resulted in efforts to utilize this principle jn the 
treatment of human cancer. The largest clinica! trial 
of their idea was initiated in 1954 by Chufchill- 
Davidson, Sanger, and Thomlinson at the St. Thom- 
as’ Hospital, London, England. A total of 74 patients 
with malignant lesions of the lung, head and neck, 
bladder, esophagus, brain, uterus, and bone had 
been treated as of July, 1959. Sixteen patients were 
alive without evidence of disease, 10 surviving from 
24 to 46 months. In a small control series of 15 pa- 
tients who were treated with the same total dose and 
over-all time without the addition of oxygen there 
were only 3 short term survivors, all with evidence of 
residual disease. 

A combined high-pressure oxygen therapy project 
has recently been initiated at the Columbia-Presby- 
terian Medical Center, New York City. 

A metal pressure chamber tank has been construct- 
ed of three-eighths inch steel. It is a steel cylinder 8 
feet long and 29 inches in diameter. There are cir- 
cular glass observation ports at both ends, one end 
being hinged to permit access to the interior. Inside 
there has been constructed a wheeled stretcher on 
tracks with a device that permits the stretcher to move 
vertically. The treatment areas are localized by a long 
pointer fixed on the stretcher. This can be positioned 
visually. There are oxygen inlet manifolds, two ex- 
haust valves, an opening for electrical leads, and a 
pressure gauge. 
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In order to obtain some personal experience with 
intensive, short irradiation, 22 patients were treated 
with a tumor dose of 2,500 r given in two treatments 
in an over-all time of 8 days. This irradiation was 
well tolerated; there were no untoward reactions and 
the immediate tumor response was satisfactory. As a 
result of these trials, a treatment plan consisting of a 
tumor dose of 2,200 r delivered in two treatments in 
an over-all time of 8 days has been adopted. 

Patients accepted for treatment will be those who 
are without known distant metastases but who, be- 
cause of the local extent of their disease, have poor 
prognosis with conventional radiation therapy. 

—Frank L. Hussey. 


Oxygen Effect on Radiosensitivity. I. CruRcHILL- 
Davinson. Proc. Conf. Res. Radiother. Cancer, Am. 
Cancer Soc., N. Y., 1961, p. 122. 


Tuis is an excellent review of the effect of oxygen on 
radiosensitivity. The experimental use of oxygen dur- 
ing the radiotherapy of cancer patients is based on 
four factors: (1) The radiosensitivity of cells varies 
with oxygen tension around them. (2) The low oxygen 
tension surrounding some cancer cells decreases their 
sensitivity. (3) These cells are capable of growth. (4) 
Oxygen can be given to increase the sensitivity of 
these cells. 

Each of these factors is discussed in considerable 
detail and the evidence available is such that all may 
safely be assumed to be true. The unanswered ques- 
tion is whether the radiosensitivity of large human 
cancers increases significantly more than that of 
important normal tissues as oxygen tension is in- 
creased. In an attempt to answer this question 92 pa- 
tients were treated in high oxygen. This irradiation 


was carried out in a special tank into which oxygen 
was pumped to a pressure of 30 to 45 lbs. Evaluation 
of the results was difficult but the results justify the 
consideration of setting up a series which can yield 
results of statistical significance. 

— William T. Moss. 


Clinical Experiments with Electron Therapy up to 
30 Mev. P. Veracutn. Brit. 7. Radiol., 1961, 34: 152. 


THE AUTHOR describes his experience over the last 2 
years with the 30 m.e.v. betatron at the University of 
Bern, Switzerland. He describes the favorable char- 
acteristics of high energy electron beam therapy par- 
ticularly with reference to the rapid fall off at a given 
depth in tissue. It is concluded that the relative bio- 
logical effectiveness of electrons is probably near 0.7 
when compared with standard roentgen rays. 

A dozen selected patients are reviewed and it is 
pointed out that electron beam therapy has distinct 
possibilities for infiltrating tumors situated near a body 
surface where nearly equal dosage can be secured 
through several cm. A second advantageous area 
would be tumors in the vicinity of tissues sensitive to 
radiation where the sharp fall off can be used to pro- 
tect the sensitive structures. A third suitable type of 
tumor is one localized behind bone since there is low 
absorption of electrons in bone. It was found that on 
the whole the patients tolerate both the electron ther- 
apy and the high voltage roentgen ray therapy better 
from the betatron than from conventional apparatus. 
In general, the reactions such as nausea and tiredness 
are markedly less. The author emphasizes that whereas 
electron therapy may be a new and extremely useful 
tool a full appraisal must await the results of time. 

—Frank R. Hendrickson. 


a 
h 
n 
a 


ET 

Ex 

t 

TE 

art 

pr 
| cel 
als 

in 

he 

liv 
wi 

ne 

Bl 

ar 

ar 

ve 

re 

th 

ti 
WwW 

d 

| W 

ir 

fc 

u 

Pp 

I 

] 

] 

1 

1 

( 
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ETIOLOGIC AND PHYSIOLOGIC RESEARCH 


Experimental Study of Hepatic Periarterial Neurec- 
tomy (Etude expérimentale de la neurectomie péri- 
artere hépatique). P. Matret-Guy, J. H. 
Mansourt, B. Mérats, and D. Durrrene. Lyon chir., 
1960, 56: 878. 


Turse AUTHORS have shown histologically that peri- 
arterial neurectomy of the hepatic artery in the dog 
prevents the increase in lipid substances in the hepatic 
cells which normally occurs after a fatty meal. They 
also showed that stimulation of the periarterial nerves 
in the porta hepatis causes deposition of fat in the 
hepatic cells and an increase in the circulation to the 
liver. 

The group of experiments reported in this article 
was designed to study the effect of periarterial hepatic 
neurectomy on fat transport in and out of the liver. 
Blood was collected at intervals from the portal vein 
and from the hepatic veins from dogs under pentothal 
anesthesia. Portal vein blood was collected directly by 
venipuncture. Hepatic vein blood was collected by 
retrograde catheterization. In one of the experiments 
the dogs were fed a diet of milk for 7 days. Postopera- 
tively, the same diet was continued and specimens 
were collected on the third, seventh, and eleventh 
days after hepatic neurectomy. Similar experiments 
were made in dogs that had concentrated fat placed 
in the duodenum. Each blood sample was analyzed 
for total fats and for cholesterol. Fifty-five dogs were 
used. The data from 21 dogs were suitable for inter- 
pretation. 

The authors conclude that periarterial neurectomy 
affects the fat content of the liver and protects the 
hepatic cell against overload of fat. Other experi- 
ments showed that increase of fat in the bile occurs 
after hepatic neurectomy is performed. 

—Frederick W. Preston. 


Effect of Hypothermia on Experimentally Produced 
Arrhythmias. Ezra J. Beypa, Sot ALVAREZ, Otto F. 
oe and SAMUEL BELLET. Circulation Res., 1961, 9: 


Tue EFFECT of hypothermia on experimentally pro- 
duced rapid arrhythmias in the dog was studied at 
Philadelphia General Hospital, Philadelphia, Penn- 
sylvania. Rapid ectopic rhythms were produced in 
animals with open chests and closed chests by the ap- 
plication of 0.05 to 0.1 per cent solution of aconitine 
to the right atrial wall. 

The authors reported that a beneficial cardiac ef- 
fect was obtained in all experiments. An average 
temperature drop of 13 degrees F. produced about a 
50 per cent reduction in ventricular rate. Sinus 
rhythm was restored under hypothermia in about half 
of the animals. In 5 of the 11 instances in which re- 
warming was instituted, the sinus rhythm acquired 
during hypothermia persisted in spite of an increase 
in heart rate. The blood pressure fell when a rapid 
arrhythmia was produced. A further drop in blood 


pressure was observed in approximately half of the 
cases during hypothermia. 

The authors reported that the results obtained in 
this study suggested the possible application of hypo- 
thermia in the therapy of certain refractory arrhyth- 
mias occurring in the human being. 

—Stephen W. Carveth. 


Morphologic and Roentgenographic Studies of the 
Biliary Passages After Section of the Pancreatic 
Ducts of the Dog (Aspects morphologiques et radio- 
manométriques des voies biliaires aprés section des 
canaux pancréatiques chez le chien). J. F. GRENIER. 
Lyon chir., 1960, 56: 865. 


IN PRELIMINARY EXPERIMENTS the principal and acces- 
sory pancreatic ducts were ligated in 10 dogs. Three 
died of pancreatitis during the immediate postoper- 
ative period. Seven dogs were sacrificed 15 days to 6 
weeks after operation, and the status of the biliary 
and pancreatic ducts was studied. There was no re- 
canalization of the pancreatic ducts. The pancreases 
had become sclerotic as a result of duct ligation. The 
gallbladders in the animals were dilated; the common 
ducts were large, and the sphincters of Oddi were di- 
lated. No obstruction of the biliary ducts or of the 
sphincters was present to account for the presence 
of this dilatation. 

The experiments were repeated in a second group 
of 14 dogs, 3 of which died during the postoperative 
period, leaving 11 animals available for subsequent 
study. 

Ligation of the ducts causes an edematous pancreas 
which is violet in color, congested, and contains small 
hemorrhagic areas. Between the seventh and thirtieth 
day the pancreas loses its lobular aspect and becomes 
thickened and gray and adherent to the duodenum. 
The gland becomes foreshortened and the tissue 
sclerotic. Dilated pancreatic ducts were noted when 
dogs were sacrificed at the seventh, eleventh, eight- 
eenth, and thirtieth days. The gland begins to atrophy 
after the first month. Histologically, interstitial pan- 
creatitis is apparent by the second day and persists 
for a year after a duct ligation. The intensity of the 
pancreatitis diminishes after the first reaction. Scleros- 
ing pancreatitis gradually takes its place. Often irregu- 
lar nodules of sclerosis develop in the head of the 
pancreas. 

The bile duct is considerably dilated by the seventh 
day, and gradually progressive dilatation of the entire 
biliary system including the intrahepatic ducts occurs. 
Dilatation of the sphincter of Oddi occurs. In the 
normal dog a pressure of 20 to 24 cm. of diodone is 
necessary to force fluid through the sphincter of Oddi, 
but after ligation of the pancreatic ducts a pressure of 
12 to 14 cm. is all that is required. Sphincter inconti- 
nence can also be demonstrated by manual pressure 
on the duodenum. This causes reflux of the duodenal 
contents into the bile ducts. In 6 of the animals small 
gallstones appeared in the gallbladder and in the bile 
ducts. —Frederick W. Preston. 
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Evaluation of Blood Volume Measurement Tech- 
niques. JoHN W. RemincTon and H. 
Baker. Circulation Res., 1961, 9: 60. 

THE AUTHORS made several consecutive injections of 

Cr®! tagged red cells and T 1824 into dogs to deter- 

mine the ability of the two methods to measure cell 

volume and plasma volume. Three or four successive 
injections were made, separated by the sampling pe- 
riod of 80 minutes, in both intact and splenectomized 
dogs under different anesthesia. Total cell volumes as 
determined by Cr! tagged red cells were not appre- 
ciably different from the expected values. The stand- 
ard deviation was 3.0 per cent. The plasma volume, 
measured by the T 1824 method, tended to become 
progressively greater than the expected value with 
each injection. This trend could not be corrected on 
the basis of either plasma specific gravity or hemato- 
crit change. The standard deviation was 3 times 
larger than that for the cell volume determination. 
The second part of the study entailed the measure- 
ment of cell and plasma volume after 3 successive 
bleedings. Under these circumstances cell volume and 
plasma volume as determined were greater after the 
third bleeding by 15 and 25 per cent, respectively, 
than after the known volume. The standard deviation 
of determinations of the cell volume was still less than 
that of the plasma volume. —Stephen W. Carveth. 


Reduction in Colonic Mucosal Absorption with Ref- 
erence to the Chemical Imbalance of Uretero- 
colostomy. W. T. Irvine, J. H. B. Yure, D. G. 
Arnott, and C. Peruma. Brit. 7. Urol., 1961, 33: 1. 


THE ABSORPTION of chloride and sodium from colon 
loops and pouches before and after irradiation was 
studied. The authors believed that it would seem 
worth-while to investigate methods of inhibiting 
ionic absorption across the colon mucosa. Yttrium 90 
was used for the intraluminal irradiation. 

By using sodium 24 and chlorine 36, the absorption 
of isotonic saline from canine colon was observed in 
2 groups of dogs before and after irradiation. The 
radioactive preparation was colloidal yttrium stabil- 
ized with dextran and irradiated with neutrons in a 
reactor; unfortunately, it proved to be strongly hyper- 
tonic. 

The results are separated into 3 groups: (1) 4 dogs 
with loop preparations, in which a high dose of irra- 
diation showed that absorption could be reduced but 
with resulting macroscopic damage to the colon and 
abnormal motility patterns, (2) loop studies in which 
smaller radiation doses reduced absorption but with- 
out serious histologic colonic damage and no motor 
activity impairment, and (3) dogs with isolated colon 
pouches which demonstrated inhibition of absorption 
without gross morphologic damage. The isotope ab- 
sorption studies showed mainly unidirectional move- 
ment of sodium and chlorine ions from the colon 
lumen to blood, chloride being absorbed in excess of 
sodium. 

The authors conclude that intraluminal irradiation 
reduces the unidirectional movement of sodium and 
chlorine ions from colon to blood and they urge fur- 
ther experiments on the effect of intraluminal irradi- 
ation on the acidosis of ureteral transplantation. 

— David Rosenbloom. 


CANCER RESEARCH AND CHEMOTHERAPY 


Studies with Mouse Pituitary Tumors. Sipney C. 
oe and Raut GrinBerc. Cancer Res., 1961, 21: 


Tue capacity of the experimental tumor cell to lie 
dormant in the host after implantation has been 
studied by a number of workers. The present study 
adds the further findings that dependent tumor cells, 
in this case from thyrotropic pituitary tumors, can 
survive prolonged suppression of growth by the 
hormonal agent to which they are responsive. In the 
experiment the implanted tumor cells remained viable 
despite suppression of as long as 14 months by thyroid 
hormone. With an autonomous responsive tumor, 
escape from suppression occurred at 13 months after 
implantation of the tumor into normal host mice. 
With one dependent strain (3052), no tumor became 
palpable after implantation of tumor cells in control 
mice with intact thyroid for 17 months. However, 
tumors regularly appeared after implantation in 
radiothyroidectomized mice. The latent period be- 
fore appearance of the tumor decreased with increas- 
ing time of suppression with thyroid hormone prior to 
thyroid ablation. —Gordon F. Madding. 


Tumor Autograft Responses in Patients with Glioblas- 
toma Multiforme. J. T. Grace, Jr., D. M. Pergse, 
R. S. Merzcar, T. Sasaze, and B. Hotpriwce. 7. 
Neurosurg., 1961, 18: 159. 


PATIENTS with advanced malignant disease arising 
outside the central nervous system show a relatively 
low incidence of “takes” when grafted subcutaneously 
with their own tumor even if the tumor is first passed 
through tissue culture. Glioblastoma multiforme 
rarely metastasizes outside the central nervous system. 
The factors responsible for this clinical observation 
were studied in 6 patients undergoing operation for 
incurable glioblastoma who volunteered to have their 
tissue transplanted subcutaneously. 

One-third of these patients had successful ‘‘takes” 
with the outgrowth of typical glioblastoma in the tissue. 
However, the result of serologic testing was negative, 
indicating that circulating antibodies to brain-tissue 
antigens were not produced as a result of the tumor 
autograft regardless of its success or failure. It is postu- 
lated that the 2 patients who rejected their tumor 
autografts and who showed positive reactivity of the 
skin to neural tissue were sensitized to some compo- 
nent of their own tumor or brain tissue. The 2 patients 
who had successful autografts did not have positive 
skin reactions, suggesting that they were not sensitized 
to their tumor and thus failed to reject the autograft. 

— Joseph Ransohoff. 


Lactic Dehydrogenase Activity in Cancer Diagnosis. 
Wr6ésLEwski. Med. Clin. N. America, 1961, 45: 


Tue assay of serum lactic dehydrogenase (SLD) may 
contribute to the diagnosis or management of malig- 
nant tumors in three clinical settings. In the patient 
with disseminated cancer, lymphoma, or myelogenous 
leukemia in whom the SLD is increased, the activity 
or rate of growth of the tumor may be appraised by 
frequent determination of the SLD. In such patients 
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response of the tumor to therapy may be reflected in 
the return of SLD to normal. When malignant neo- 
plasia involves the central nervous system, primary 
and metastatic tumors may not be reflected in an ab- 
normal result of cytologic study of the cerebrospinal 
fluid, and in these settings the measurement of LD in 
the spinal fluid may permit detection or confirmation 
of central nervous system involvement. Similarly the 
measurement of LD in serous effusions may indicate 
the presence of serosal surface tumor even when the 
result of cytologic studies is negative. 

Recent observations have shown that LD activity in 
man represents the summation of several multimolecu- 
lar forms of isoenzymes which are readily distinguish- 
able by starch gel electrophoresis. The five human 
isoenzymes which form the total measured LD activity 
are distinguishable electrophoretically, chemically, 
and immunologically. The distribution of the isoen- 
zymes varies in different tissues and organs of the body 
and alterations of human plasma LD isoenzymes re- 


flects the contribution of the particular isoenzymes 


from the organ or tissue diseased. 
—Harvey W. Baker. 


Multiple Primary Malignant Neoplasms. CuHar.es 
G. MoerTeL, Matcotm B. Dockerty, and ARCHIE 
H. Baccenstoss. Cancer, 1961, 14: 221, 231, 238. 


By ADHERING to the criteria originally proposed by 
Warren and Gates the authors found that the presence 
of multiple primary malignant neoplasms had been 
proved pathologically in a total of 1,909 cases en- 
countered at the Mayo Clinic during the 10 year 
period from 1 January 1944 to 31 December 1953. 
These 1,909 patients represented an incidence of 5.1 
per cent among the 37,580 patients proved to have 
malignant disease by pathologic examination at the 
Clinic during the same 10 year period. A more 
meaningful figure, the number of patients with 
multiple primary malignant neoplasms of different 
tissues of origin, was found to be 1,049 or 2.8 per cent 
of 37,580 patients. 

There is no acceptable evidence either in this 
presentation or in the literature that the patterns of 
occurrence of multiple primary malignant neoplasms 
of different organs or tissues are governed by anything 
more than coincidence. There is no factual basis for 
assuming that the existence of any one malignant neo- 
plasm implies any systemic carcinogenic influence, or 
that it implies any increased susceptibility of any 
other organ or organ system to future malignani 
disease. 

It is possible that in some cases therapeutic pro- 
cedures employed in the treatment of a specific 
malignant neoplasm may exert a _ carcinogenic 
influence on other organs or tissues. Patients with 
multiple primary cancers were found to have an in- 
creased family incidence of malignant disease com- 
pared to that in patients with single multiple lesions 
and in those without evidence of malignant disease. 

The study of a large group of cases has shown that 
the incidence of grossly recognizable multicentric 
epithelial cancers is substantial. The incidence of 
microscopic multicentricity in epithelial cancers re- 
ported in the literature has ranged from 22 to as high 
as 93 per cent. 
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In light of these observations, the traditional con- 
cept of carcinoma as a single neoplasm intruding in an 
otherwise normal tissue is not always tenable. In a 
significant number of cases, the initial neoplasm is 
only the first and most obvious manifestation of a 
carcinogenic disease process that may involve a large 
portion or all of a given tissue. 


New Approaches to the Treatment of Cancer. Mi- 
CHAEL F. A. Wooprurr. 7. R. Coll. Surgeons Edinburgh, 
1961, 6: 75. 


Loca. PERFUSION should be used more often than it is 
in the treatment of cancer. The risk of serious marrow 
aplasia caused by escape of an excessive amount of 
the drug into the general circulation can be reduced 
by removing bone marrow before carrying out the 
perfusion and replacing it afterward. Nitrogen mus- 
tards, thiorEPA, and other agents were used. 

For certain drugs of short effect the marrow is re- 
moved, a single large dose is given, and the marrow 
is replaced within a few hours, thus avoiding the 
necessity for freezing. With drugs of long duration, 
such as thioTEpPA, freezing is unavoidable. 

Roentgenotherapy, endocrinologic methods, and 
chemotherapy and autotransplantation of marrow 
are also described. —Ernest D. Bloomenthal. 


Simultaneous Irradiation and Regional Intra-Arterial 
Perfusion with Nitrogen Mustard for Extensive 
Cancers of the Head and Neck (Perfusion intra- 
artérielle régionale d’ypérite azotée et irradiation 
simultanée de cancers étendus de la téte et du cou). 
J. Henry, J. Lesrun, S. Simon, and W. Smets. Acta 
chir. belg., 1960, 59: 581. 


EPITHELIAL TUMORS, in general, are not very sensitive 
to chemotherapeutic agents given systemically. Also 
the toxicity of the agents prevents the use of higher 
dosages which might be more effective. Regional 
perfusion with nitrogen mustard allows a higher dos- 
age to be given in the region of the tumor and at the 
same time lessens toxic effects in the patient as a 
whole. 

The authors have tried to show in 12 patients with 
cancers of the head and neck that simultaneous irradi- 
ation and regional perfusion with nitrogen mustard 
will result in an augmented reaction in the tumor 
which either method alone or the methods in suc- 
cession will fail to produce. In order to further en- 
hance the effect of irradiation their patients were 
made to breathe 100 per cent oxygen during the 
procedure. The 12 tumors treated were all carcino- 
mas of the buccal cavity, sinuses, and auditory canal. 
All were beyond the reach of classical curative pro- 
cedures. In 7 cases there was extensive bony involve- 
ment. 

Before siarting the treatment a polyethylene cathe- 
ter was placed in either the external or common 
carotid depending upon the area to be perfused. An 
arteriogram was then made to determine the specific 
area of perfusion. The catheter was kept in place 
throughout the course of roentgenotherapy which was 
given over a period of 3 weeks and for a total dose of 
3,600 r. It was kept open by periodic injection of 
diluted heparin solution. Two to 3 mgm. of nitrogen 
mustard were given slowly for about 10 minutes 
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simultaneously with the daily roentgenotherapeutic 
session. 

After presenting a detailed description of each case 
the authors designate their results as “spectacular.” 
In 11 of the cases there was a pre-existing ulceration 
and 10 of these healed after treatment. In all cases 
there was regression and softening of the tumor. The 
same result was noted in the involved nodes. The 
authors present 1 case of extensive carcinoma of the 
maxillary sinus in which the tumor regressed with 
this treatment. When the maxilla was resected 2 
months later there was no evidence of tumor in the 
resected specimen. 

A serious objection to their presentation however is 
the short term follow-up, the longest being 8 months. 
They admit that 9 of their patients had severe nausea 
and vomiting and 11 patients lost weight during the 
treatment. Seven patients required nasogastric feed- 
ing. One patient had a leukopenia of 1,000. No other 
patient had a white blood cell count below 3,000. 


There were 3 deaths from cardiovascular causes but 
only 1 occurred during the treatment. The authors 
believe the following to be contraindications for this 
method of treatment: poor general condition, severe 
cardiovascular disease, and previous irradiation of the 
— Joseph F. Bahuth. 


tumor. 


Carcinoma of the Cervix Treated with Continuous 
Intra-Arterial Methotrexate and Intermittent In- 
tramuscular Leucovorin. RicHARD R. TRussELt and 
B. Mrrrorp-BaRBERTON. Lancet, Lond., 1961, 


FOURTEEN PATIENTS with cervical carcinoma, stages | 
to III, and 1 with vaginal carcinoma have had as their 
initial treatment continuous intra-arterial methotrex- 
ate and intermittent intramuscular injection of 
citrovorum factor. 

All of the patients with cervical carcinoma showed 
tumor regression. In 1 patient, the tumor disappeared. 

—Alan Rubin. 
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